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Preface 


U.S.  Department  of  Defense  (DoD)  policies  have  rendered  both  the  physical  and  psy¬ 
chological  aspects  of  “transgender  conditions”  as  disqualifying  conditions  for  acces¬ 
sion  and  allow  for  the  administrative  discharge  of  service  members  who  fall  into  these 
categories.  However,  in  July  2015,  Secretary  of  Defense  Ashton  Carter  announced  that 
DoD  would  “create  a  working  group  to  study  the  policy  and  readiness  implications  of 
welcoming  transgender  persons  to  serve  openly.”  In  addition,  he  directed  that  “deci¬ 
sion  authority  in  all  administrative  discharges  for  those  diagnosed  with  gender  dys¬ 
phoria'  or  who  identify  themselves  as  transgender  be  elevated  to  the  Under  Secretary 
of  Defense  (Personnel  and  Readiness),  who  will  make  determinations  on  all  potential 
separations”  (DoD,  2015b). 

It  is  against  this  backdrop  that  DoD  is  considering  allowing  transgender  person¬ 
nel  to  serve  openly.  To  assist  in  identifying  the  potential  implications  of  such  a  change 
in  policy,  the  Office  of  the  Under  Secretary  of  Defense  for  Personnel  and  Readiness 
asked  the  RAND  National  Defense  Research  Institute  to  conduct  a  study  to  (1)  iden¬ 
tify  the  health  care  needs  of  the  transgender  population,  transgender  service  mem¬ 
bers’  potential  health  care  utilization  rates,  and  the  costs  associated  with  extending 
health  care  coverage  for  transition-related  treatments;  (2)  assess  the  potential  readiness 
implications  of  allowing  transgender  service  members  to  serve  openly;  and  (3)  review 
the  experiences  of  foreign  militaries  that  permit  transgender  service  members  to  serve 
openly.  This  report  documents  the  findings  from  that  study.  This  research  should  be  of 
interest  to  DoD  and  military  service  leadership,  members  of  Congress,  and  others  who 
are  interested  in  the  potential  implications  of  allowing  transgender  personnel  to  serve 
openly  in  the  U.S.  armed  forces. 

This  research  was  sponsored  by  the  Office  of  the  Under  Secretary  of  Defense 
for  Personnel  and  Readiness  and  conducted  within  the  Forces  and  Resources  Policy 
Center  of  the  RAND  National  Defense  Research  Institute,  a  federally  funded  research 
and  development  center  sponsored  by  the  Office  of  the  Secretary  of  Defense,  the  Joint 


'  Gender  dysphoria  is  “discomfort  or  distress  that  is  caused  by  a  discrepancy  between  a  person’s  gender  identity 
and  that  person’s  sex  assigned  at  birth”  (World  Professional  Association  for  Transgender  Health,  2011,  p.  2). 
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Staff,  the  Unified  Combatant  Commands,  the  Navy,  the  Marine  Corps,  the  defense 
agencies,  and  the  defense  Intelligence  Community. 

For  more  information  on  the  RAND  Forces  and  Resources  Policy  Center,  see 
www.rand.org/nsrd/ndri/centers/frp  or  contact  the  director  (contact  information  is 
provided  on  the  web  page). 


Contents 


Preface . iii 

Figures  and  Tables . vii 

Summary .  ix 

Acknowledgments . xvii 

Abbreviations . xix 

CHAPTER  ONE 

Introduction .  1 

Study  Approach .  1 

Organization  of  This  Report . 4 

CHAPTER  TWO 

What  Are  the  Health  Care  Needs  of  the  Transgender  Population? . 5 

Definitions  of  Key  Terms  and  Concepts . 5 

Health  Care  Needs  of  the  Transgender  Population . 6 

Military  Health  System  Capacity  and  Gender  Transition-Related  Treatment . 7 

Potential  Consequences  of  Not  Providing  Necessary  Gender  Transition-Related  Care . 9 

CHAPTER  THREE 

What  Is  the  Estimated  Transgender  Population  in  the  U.S.  Military? . 11 

General  Population  Estimates  of  Transgender  Prevalence . 11 

Prevalence-Based  Approach  to  Estimating  the  Number  of  Transgender  Service  Members 
in  the  U.S.  Military . 14 

CHAPTER  EOUR 

How  Many  Transgender  Service  Members  Are  Likely  to  Seek  Gender 

Transition-Related  Medical  Treatment? . 19 

Prevalence-Based  Approach  to  Estimating  the  Number  of  Gender  Transition-Related 

Treatments  in  the  U.S.  Military .  20 

Utilization-Based  Approach  to  Estimating  the  Number  of  Gender  Transition-Related 

Treatments  in  the  U.S.  Military .  22 

Summarizing  the  Estimates .  30 


vi  Assessing  the  Implications  of  Allowing  Transgender  Personnel  to  Serve  Openly 


CHAPTER  FIVE 

What  Are  the  Costs  Associated  with  Extending  Health  Care  Coverage  for 

Gender  Transition-Related  Treatments? . 33 

Private  Health  Insurance  Cost  Estimates . 33 

Sensitivity  Analyses . 35 

Summarizing  the  Estimates .  36 

CHAPTER  SIX 

What  Are  the  Potential  Readiness  Implications  of  Allowing  Transgender  Service 

Members  to  Serve  Openly? . 39 

Impact  on  Ability  to  Deploy . 39 

Impact  on  Unit  Cohesion .  44 

Costs  of  Separation  Requirements  Related  to  Transgender  Service  Members .  46 

CHAPTER  SEVEN 

What  Lessons  Can  Be  Learned  from  Loreign  Militaries  That  Permit  Transgender 

Personnel  to  Serve  Openly? . 49 

Policies  on  Transgender  Personnel  in  Foreign  Militaries .  50 

Effects  on  Cohesion  and  Readiness .  60 

Best  Practices  from  Foreign  Militaries . 61 

Lessons  Learned  and  Issues  to  Consider  for  U.S.  Military  Policy . 62 

CHAPTER  EIGHT 

Which  DoD  Policies  Would  Need  to  Be  Changed  if  Transgender  Service  Members 

Are  Allowed  to  Serve  Openly? . 65 

Accession  Policy .  66 

Retention  Policy .  66 

Separation  Policy . 67 

Deployment  Policy . 67 

CHAPTER  NINE 

Conclusion . 69 

APPENDIXES 

A.  Terminology . 73 

B.  History  of  DSM  Terminology  and  Diagnoses .  77 

C.  Treatments  for  Gender  Dysphoria . 79 

D.  Review  of  Accession,  Retention,  and  Separation  Regulations . 83 

References . 85 


Figures  and  Tables 


Figures 

4.1.  Comparison  of  Annual  Estimated  Gender  Transition-Related  Health  Care 

Utilization  and  Mental  Health  Care  Utilization,  Active  Component . 32 

5.1.  Gender  Transition-Related  Health  Care  Cost  Estimates  Compared  with 

Total  Health  Spending,  Active  Component . 37 

Tables 

3.1.  DoD  Military  Force  Demographics . 15 

3.2.  Prevalence-Based  Estimates  of  the  Number  of  Transgender 

Active-Component  and  Selected  Reserve  Service  Members . 16 

4.1.  Estimated  Number  of  Transgender  Service  Members  Who  May  Seek  to 

Transition  per  Year . 21 

4.2.  Lifetime  Surgery  Preferences  Among  NTDS  Survey  Respondents .  22 

4.3.  Estimated  Annual  Number  of  Surgeries  and  Hormone  Therapy  Users .  23 

4.4.  Enrollee  Utilization  of  Gender  Transition— Related  Benefits  in  Private 

Health  Insurance  Firms . 25 

4.5.  Utilization  Estimates  from  Applying  Private  Health  Insurance  Parameters .  28 

4.6.  Incidence  of  Penectomies  and  Bilateral  Mastectomies  Performed  on 

Transgender  Individuals .  28 

4.7.  Prevalence  and  Incidence  of  Gender  Identity  Disorder  Diagnoses  in  VHA 

Claims  Data . 29 

4.8.  Annual  Gender  Transition-Related  Treatment  Estimates  from  All  Data 

Sources . 31 

5.1.  Actuarial  Estimated  Costs  of  Gender  Transition-Related  Health  Care 

Coverage  from  the  Literature .  34 

5.2.  Estimated  Annual  MHS  Costs  of  Gender  Transition-Related  Health  Care, 

Active  Component .  36 

6.1.  Gender  Transition-Related  Readiness  Constraints . 41 

6.2.  Estimated  Number  of  Nondeployable  Man-Years  Due  to  Gender 

Transition-Related  Treatments .  43 


vii 


Summary 


The  U.S.  Department  of  Defense  (DoD)  is  reviewing  its  policy  on  transgender  person¬ 
nel  serving  openly  and  receiving  gender  transition-related  treatment  during  military 
service.  The  prospect  of  transgender  personnel  serving  openly  raises  a  number  of  policy 
questions,  including  those  regarding  access  to  gender  transition-related  health  care, 
the  range  of  transition-related  treatments  to  be  provided,  the  potential  costs  associated 
with  these  treatments,  and  the  impact  of  gender  transition-related  health  care  needs 
(i.e.,  surgical,  pharmacologic,  and  psychosocial)  on  military  readiness — specifically, 
in  terms  of  the  deployability  of  transgender  service  members.  The  Office  of  the  Under 
Secretary  of  Defense  for  Personnel  and  Readiness  asked  the  RAND  National  Defense 
Research  Institute  to  conduct  a  study  to  (1)  identify  the  health  care  needs  of  the  trans¬ 
gender  population,  transgender  service  members’  potential  health  care  utilization  rates, 
and  the  costs  associated  with  extending  health  care  coverage  for  transition-related 
treatments;  (2)  assess  the  potential  readiness  implications  of  allowing  transgender  ser¬ 
vice  members  to  serve  openly;  and  (3)  review  the  experiences  of  foreign  militaries  that 
permit  transgender  service  members  to  serve  openly.  This  report  presents  the  study 
findings  centered  around  the  following  research  questions: 

•  What  are  the  health  care  needs  of  the  transgender  population? 

•  What  is  the  estimated  transgender  population  in  the  U.S.  military? 

•  How  many  transgender  service  members  are  likely  to  seek  gender  transition- 
related  medical  treatment? 

•  What  are  the  costs  associated  with  extending  health  care  coverage  for  gender 
transition-related  treatments? 

•  What  are  the  potential  readiness  implications  of  allowing  transgender  service 
members  to  serve  openly? 

•  What  lessons  can  be  learned  from  foreign  militaries  that  permit  transgender  per¬ 
sonnel  to  serve  openly? 

•  Which  DoD  policies  would  need  to  be  changed  if  transgender  service  members 
are  allowed  to  serve  openly? 
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In  the  following  sections,  we  summarize  the  findings  associated  with  each  research 
question. 


What  Are  the  Health  Care  Needs  of  the  Transgender  Population? 

For  the  purposes  of  this  analysis,  we  use  transgender  as  an  umbrella  term  to  refer  to 
individuals  who  identify  with  a  gender  different  from  the  sex  they  were  assigned  at 
hirth.  Under  the  recently  established  criteria  and  terminology  in  the  fifth  edition  of 
the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders  (DSM-5),  the  American  Psy¬ 
chiatric  Association  (APA)  publication  that  provides  standard  language  and  criteria 
for  classifying  mental  health  conditions,  transgender  status  alone  does  not  constitute  a 
medical  condition  (APA,  2013).  Instead,  under  the  revised  diagnostic  guidelines,  only 
transgender  individuals  who  experience  significant  related  distress  are  considered  to 
have  a  medical  condition  chWqA  gender  dysphoria  (GD).  Some  combination  of  psycho¬ 
social,  pharmacologic  (mainly  but  not  exclusively  hormonal),  or  surgical  care  may  be 
medically  necessary  for  these  individuals.  Psychotherapy  to  confirm  a  diagnosis  of  GD 
is  a  common  first  step  in  the  process,  often  followed  by  hormone  therapy  and,  perhaps, 
gender  reassignment  surgery  involving  secondary  or  primary  sex  characteristics.  Not 
all  individuals  seek  all  forms  of  care. 

A  subset  of  transgender  individuals  may  choose  to  transition,  the  term  we  use 
to  refer  to  the  act  of  living  and  working  as  a  gender  different  from  that  assigned  at 
birth.  For  some,  the  transition  may  be  primarily  social,  with  no  accompanying  medi¬ 
cal  treatment;  we  refer  to  this  as  social  transition.  For  others,  medical  treatments,  such 
as  hormone  therapy  and  hair  removal,  are  important  steps  to  align  their  physical  body 
with  their  target  gender.  We  refer  to  this  as  medical  transition.  A  subset  of  those  who 
medically  transition  may  choose  to  undergo  gender  reassignment  surgery  to  make  their 
body  as  congruent  as  possible  with  their  gender  identity.  This  process  of  surgical  transi¬ 
tion  is  also  often  referred  to  as  sex  or  gender  reassignment  or  gender  confirmation. 


What  Is  the  Estimated  Transgender  Population  in  the  U.S.  Military? 

Estimates  of  the  transgender  population  in  the  U.S.  military  and  the  analyses  pre¬ 
sented  in  this  report  should  be  interpreted  with  caution,  as  there  have  been  no  rigor¬ 
ous  epidemiological  studies  of  the  size  or  health  care  needs  of  either  the  transgender 
population  in  the  United  States  or  the  transgender  population  serving  in  the  mili¬ 
tary.  As  a  result,  much  existing  research  relies  on  self-reported,  nonrepresentative 
survey  samples.  We  applied  a  range  of  prevalence  estimates  from  published  research 
to  fiscal  year  (FY)  2014  personnel  numbers  to  estimate  the  number  of  transgender 
individuals  serving  in  the  U.S.  military.  We  estimate  that  there  are  between  1,320  and 
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6,630  transgender  personnel  serving  in  the  active  component  (AC)  and  830-4,160  in  the 
Selected  Reserve  (SR).  Combining  survey  evidence  from  multiple  states  and  adjusting 
for  the  male/female  distribution  in  the  military  gave  us  a  midrange  estimate  of  around 
2,450  transgender  personnel  in  the  AC  and  1,510  in  the  SR. 


How  Many  Transgender  Service  Members  Are  Likely  to  Seek  Gender 
Transition-Related  Medical  Treatment? 

We  developed  two  estimates  of  demand  for  gender  transition-related  medical  treat¬ 
ments  based  on  private  health  insurance  data  and  self-reported  data  from  the  National 
Transgender  Discrimination  Survey  (NTDS).  Based  on  our  analyses  of  available  pri¬ 
vate  health  insurance  data  on  transition-related  health  care  utilization,  we  expect  only 
a  small  number  of  AC  service  members  to  access  transition-related  health  care  each 
year.  Our  estimates  based  on  private  health  insurance  data  ranged  from  0.022  to 
0.0396  annual  claimants  per  1,000  individuals.  Applied  to  the  AC  population,  these 
estimates  led  to  a  lower-bound  estimate  of  29  AC  service  members  and  an  upper-bound 
estimate  of  129  AC  service  members  annually  utilizing  transition-related  health  care, 
out  of  a  total  AC  force  of  1,326,273  in  FY  2014. 

We  also  projected  health  care  utilization  using  the  estimated  prevalence  of  trans¬ 
gender  service  members  and  self-reported  survey  data  from  the  NTDS  describing  the 
proportion  of  the  transgender  population  seeking  transition-related  treatments  by  age 
group.  Based  on  these  calculations,  we  estimated,  as  an  upper-bound,  130  total  gender 
transition-related  surgeries  and  140  service  members  initiating  transition-related  hor¬ 
mone  therapy  (out  of  a  total  AC  force  of  1,326,273  in  FY  2014).  To  put  these  numbers 
in  perspective,  an  estimated  278,517  AC  service  members  accessed  mental  health  ser¬ 
vices  in  FY  2014.  Hence,  we  expect  annual  gender  transition-related  health  care  to  be 
an  extremely  small  part  of  the  overall  health  care  provided  to  the  AC  population. 


What  Are  the  Costs  Associated  with  Extending  Health  Care  Coverage 
for  Gender  Transition-Related  Treatments? 

To  determine  the  budgetary  implications  of  gender  transition-related  treatment  for 
Military  Health  System  (MHS)  health  care  costs,  we  again  used  data  from  the  private 
health  insurance  system  on  the  cost  of  extending  coverage  for  this  care  to  the  transgen¬ 
der  personnel  population.  We  estimate  that  AC  MHS  health  care  costs  will  increase 
by  between  $2.4  million  and  $8.4  million  annually — an  amount  that  will  have  little 
impact  on  and  represents  an  exceedingly  small  proportion  of  AC  health  care  expend!- 
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tures  (approximately  $6  billion  in  FY  2014)*  and  overall  DoD  health  care  expenditures 
($49.3  billion  actual  expenditures  for  the  FY  2014  Unified  Medical  Program;  Defense 
Health  Agency,  2015,  p.  22).  These  estimates  imply  small  increases  in  annual  health 
care  costs;  results  that  are  consistent  with  the  low  prevalence  of  transgender  personnel 
and  the  low  annual  utilization  estimates  that  we  identified. 


What  Are  the  Potential  Readiness  Implications  of  Allowing 
Transgender  Service  Members  to  Serve  Openly? 

Similarly,  when  assessing  the  readiness  impact  of  a  policy  change,  we  found  that  less 
than  0.0015  percent  of  the  total  available  labor-years  would  be  affected,  based  on  esti¬ 
mated  gender  transition-related  health  care  utilization  rates. ^  This  is  because  even  at 
upper-bound  estimates,  less  than  0.1  percent  of  the  total  force  would  seek  transition- 
related  care  that  could  disrupt  their  ability  to  deploy.^  Existing  data  also  suggest  a 
minimal  impact  on  unit  cohesion  as  a  result  of  allowing  transgender  personnel  to  serve 
openly.  However,  we  caution  that  these  results  rely  on  data  from  the  general  civil¬ 
ian  population  and  foreign  militaries,  as  well  as  previous  integration  experiences  in 
the  military  (e.g.,  gays,  lesbians,  women),  which  may  not  hold  for  transgender  service 
members. 


What  Lessons  Can  Be  Learned  from  Foreign  Militaries  That  Permit 
Transgender  Personnel  to  Serve  Openly? 

There  are  18  countries  that  allow  transgender  personnel  to  serve  openly  in  their  mili¬ 
taries:  Australia,  Austria,  Belgium,  Bolivia,  Canada,  Czech  Republic,  Denmark,  Esto¬ 
nia,  Finland,  France,  Germany,  Israel,  Netherlands,  New  Zealand,  Norway,  Spain, 
Sweden,  and  the  United  Kingdom  (Polchar  et  ah,  2014).  Our  analysis  focused  on  the 
policies  of  the  four  countries — Australia,  Canada,  Israel,  and  the  United  Kingdom — 
with  the  most  well-developed  and  publicly  available  policies  on  transgender  military 
personnel.  Several  common  themes  emerged  from  our  analysis  of  their  experiences: 

•  The  service  member’s  gender  is  usually  considered  to  have  shifted  to  the  target 
gender  in  areas  such  as  housing,  uniforms,  identification  cards,  showers,  and  rest¬ 
rooms  when  a  service  member  publicly  discloses  an  intention  to  live  as  the  target 


*  AC  beneficiaries  make  up  less  than  15  percent  of  TRICARE  beneficiaries  (Defense  Health  Agency,  2015). 

^  We  define  a  labor-year  as  the  amount  of  work  done  by  an  individual  in  a  year. 

^  We  note  that  the  ability  to  deploy  is  not  exactly  equivalent  to  readiness.  A  service  member’s  readiness  could  be 
measured  by  the  ability  to  participate  in  required  training  and  exercises,  which  could  be  affected  by  treatments  as 
well.  Our  estimates  include  days  of  inactivity  due  to  medical  treatments,  which  could  also  apply  in  these  settings. 
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gender  and  receives  a  diagnosis  of  gender  incongruence.  However,  physical  fitness 
standards  typically  do  not  fully  shift  until  the  medical  transition  is  complete.  In 
many  cases,  personnel  are  considered  exempt  from  physical  fitness  tests  during 
transition. 

•  Because  the  gender  transition  process  is  unique  for  each  individual,  issues  related 
to  physical  standards  and  medical  readiness  are  typically  addressed  on  a  case-hy- 
case  basis.  This  flexibility  has  been  important  in  addressing  the  needs  of  trans¬ 
gender  personnel. 

•  The  foreign  militaries  we  analyzed  permit  the  use  of  sick  leave  for  gender 
transition-related  medical  issues  and  cover  some,  if  not  all,  medical  or  surgical 
treatments  related  to  a  service  member’s  gender  transition. 

•  In  no  case  was  there  any  evidence  of  an  effect  on  the  operational  effectiveness, 
operational  readiness,  or  cohesion  of  the  force. 

The  case  studies  also  suggested  a  number  of  key  best  practices: 

•  Ensure  strong  leadership  support. 

•  Develop  an  explicit  written  policy  on  all  aspects  of  the  gender  transition  process. 

•  Provide  education  and  training  to  the  entire  force  on  transgender  personnel  policy, 
but  integrate  this  training  with  other  diversity-related  training  and  education. 

•  Develop  and  enforce  a  clear  anti-harassment  policy  that  addresses  harassment 
aimed  at  transgender  personnel  alongside  other  forms  of  harassment. 

•  Make  subject-matter  experts  and  gender  advisers  serving  within  military  units 
available  to  commanders  seeking  guidance  or  advice  on  gender  identity  issues. 

•  Identify  and  communicate  the  benefits  of  an  inclusive  and  diverse  workforce. 


Which  DoD  Policies  Would  Need  to  Be  Changed  if  Transgender  Service 
Members  Are  Allowed  to  Serve  Openly? 

We  reviewed  20  current  accession,  retention,  separation,  and  deployment  regulations 
across  the  services  and  the  Office  of  the  Secretary  of  Defense  to  assess  the  impact  of 
changes  that  may  be  required  to  allow  transgender  individuals  to  serve  openly.  We  also 
reviewed  16  other  regulations  that  have  been  replaced  by  more  recent  regulations  or 
that  did  not  mention  transgender  personnel. Based  on  the  experiences  of  foreign  mili¬ 
taries,  we  recommend  that  DoD  issue  clear  and  comprehensive  policies. 
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These  additional  policies  can  are  listed  in  Appendix  D  of  this  report. 
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Accession  Policy 

We  recommend  that  DoD  review  and  revise  the  language  in  accession  instructions  to 
match  the  DSM-5  for  conditions  related  to  mental  fitness,  ensuring  the  alignment  of 
mental  health-related  language  and  facilitating  appropriate  screening  and  review  pro¬ 
cesses  for  disorders  that  may  affect  fitness  for  duty.  Similarly,  physical  fitness  standards 
should  specify  physical  requirements  (rather  than  physical  conditions).  Finally,  physi¬ 
cal  fitness  policies  should  clarify  when  the  service  member’s  target  gender  requirements 
will  begin  to  apply. 

Retention  Policy 

We  recommend  that  DoD  expand  and  enhance  its  guidance  and  directives  to  clarify 
retention  standards  for  review  during  and  after  medical  transition.  For  example,  evi¬ 
dence  from  Canada  and  Australia  suggests  that  transgender  personnel  may  need  to 
be  held  medically  exempt  from  physical  fitness  testing  and  requirements  (Canadian 
Armed  Forces,  2012;  Royal  Australian  Air  Force,  2015).  However,  after  completing 
medical  transition,  the  service  member  could  be  required  to  meet  the  standards  of  the 
acquired  gender. 

Separation  Policy 

DoD  may  wish  to  revise  the  current  separation  process  based  on  lessons  learned  from 
the  repeal  of  Don’t  Ask,  Don’t  Tell.  The  current  process  relies  on  administrative  deci¬ 
sions  outside  the  purview  of  the  standard  medical  and  physical  review  process.  This 
limits  the  documentation  and  review  of  discharges,  and  it  could  prove  burdensome 
if  transgender-related  discharges  become  subject  to  re-review  and  redetermination. 
When  medically  appropriate,  DoD  may  wish  to  establish  guidance  on  when  such  dis¬ 
charge  reviews  should  be  handled  through  the  existing  medical  fitness  processes.  We 
also  recommend  that  DoD  develop  and  disseminate  clear  criteria  for  assessing  whether 
and  how  transgender-related  conditions  may  interfere  with  duty  performance. 

Deployment  Policy 

The  degree  of  austerity  will  differ  across  deployment  environments,  and  some  locations 
may  be  able  to  meet  the  health  care  needs  of  some  transgender  individuals.  Moreover, 
recent  advancements  can  minimize  the  invasiveness  of  treatments  and  allow  for  tele¬ 
medicine  or  other  forms  of  remote  medical  care. 

Given  this,  DoD  may  wish  to  adjust  some  of  its  processes  and  deployment  restric¬ 
tions  in  the  context  of  medical  and  technological  advancements  (e.g.,  minimally  inva¬ 
sive  treatments,  telemedicine).  Such  reforms  could  minimize  the  readiness  impact  of 
medical  procedures  that  are  common  among  the  transgender  population.  For  example, 
current  regulations  specifying  that  conditions  requiring  regular  laboratory  visits  that 
cannot  be  accommodated  in  a  deployed  environment  can  leave  service  members  ineli¬ 
gible  for  deployment  and  would  affect  all  individuals  receiving  hormone  treatments 


Summary  xv 


(Office  of  the  Assistant  Secretary  of  Defense  for  Health  Affairs,  2013,  p.  3).  These 
treatments  require  laboratory  monitoring  every  three  months  for  the  first  year  as  hor¬ 
mone  levels  stabilize  (Hembree  et  ah,  2009;  Elders  et  ah,  2014).  To  avoid  this  cost, 
DoD  would  need  to  either  permit  more  flexible  monitoring  strategies^  or  provide  train¬ 
ing  to  deployed  medical  personnel.*" 


^  Some  experts  suggest  that  alternatives,  such  as  telehealth  reviews,  would  address  this  issue  for  rural  popu- 
lations  with  limited  access  to  medical  care  (see,  for  example,  World  Professional  Association  for  Transgender 
Health,  2011). 

^  “Independent  duty  corpsmen,  physician  assistants,  and  nurses  can  supervise  hormone  treatment  initiated  by  a 
physician”  (Elders  et  ah,  2014). 
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active  component 

APA 

American  Psychiatric  Association 
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DoDI 
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CD 

gender  dysphoria 

IDF 

Israel  Defense  Forces 

LGBT 

lesbian,  gay,  hisexual,  and  transgender 

MHS 

Military  Health  System 

MTF 

military  treatment  facility 
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CHAPTER  ONE 


Introduction 


U.S.  Department  of  Defense  (DoD)  policies  have  rendered  both  the  physical  and  psy¬ 
chological  aspects  of  “transgender  conditions”  disqualifying  conditions  for  accession 
and  allowed  for  the  administrative  discharge  of  service  members  who  fall  into  these 
categories.  However,  in  July  2015,  Secretary  of  Defense  Ashton  Carter  announced 
that  DoD  would  “create  a  working  group  to  study  the  policy  and  readiness  implica¬ 
tions  of  welcoming  transgender  persons  to  serve  openly.”  In  addition,  he  directed  that 
“decision  authority  in  all  administrative  discharges  for  those  diagnosed  with  gender 
dysphoria*  or  who  identify  themselves  as  transgender  be  elevated  to  the  Under  Sec¬ 
retary  of  Defense  (Personnel  and  Readiness),  who  will  make  determinations  on  all 
potential  separations”  (DoD,  2015b).  It  is  against  this  backdrop  that  DoD  is  consider¬ 
ing  allowing  transgender  service  members  to  serve  openly.  To  assist  in  identifying  the 
potential  implications  of  such  a  policy  change,  the  OfEce  of  the  Under  Secretary  of 
Defense  for  Personnel  and  Readiness  asked  the  RAND  National  Defense  Research 
Institute  to  conduct  a  study  to  (1)  identify  the  health  care  needs  of  the  transgender 
population,  transgender  service  members’  potential  health  care  utilization  rates,  and 
the  costs  associated  with  extending  health  care  coverage  for  transition-related  treat¬ 
ments;  (2)  assess  the  potential  readiness  impacts  of  allowing  transgender  service  mem¬ 
bers  to  serve  openly;  and  (3)  review  the  experiences  of  foreign  militaries  that  permit 
transgender  service  members  to  serve  openly. 


Study  Approach 

Our  study  approach  centered  around  the  following  research  questions: 

•  What  are  the  health  care  needs  of  the  transgender  population? 

•  What  is  the  estimated  transgender  population  in  the  U.S.  military? 


*  Gender  dysphoria,  or  GD,  is  “discomfort  or  distress  that  is  caused  by  a  discrepancy  between  a  person’s  gender 
identity  and  that  person’s  sex  assigned  at  birth”  (World  Professional  Association  for  Transgender  Health  [WPATH], 
2011,  p.  2). 
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•  How  many  transgender  service  members  are  likely  to  seek  gender  transition- 
related  medical  treatment? 

•  What  are  the  costs  associated  with  extending  health  care  coverage  for  gender 
transition-related  treatments? 

•  What  are  the  potential  readiness  implications  of  allowing  transgender  service 
members  to  serve  openly? 

•  What  lessons  can  be  learned  from  foreign  militaries  that  permit  transgender  per¬ 
sonnel  to  serve  openly? 

•  Which  DoD  policies  would  need  to  be  changed  if  transgender  service  members 
are  allowed  to  serve  openly? 

We  explain  our  methodological  approaches  in  detail  in  each  chapter  of  this  report, 
but,  here,  we  present  overviews  of  the  various  methodologies  that  we  employed.  We 
began  our  analysis  by  defining  the  term  transgender  and  then  identifying  the  health 
care  needs  of  the  transgender  population.  This  entailed  an  extensive  literature  review 
of  these  health  care  needs,  along  with  treatment  standards  and  medical  options — 
particularly  for  those  who  have  been  diagnosed  with  gender  dysphoria  (GD). 

We  then  undertook  a  review  of  existing  data  to  estimate  the  prevalence  and  likely 
utilization  rates  of  the  transgender  population  in  the  U.S.  military.  Based  on  our  esti¬ 
mates  of  the  potential  utilization  of  gender  transition-related  health  care  services,  we 
estimated  the  Military  Health  System  (MHS)  costs  for  transgender  active-component 
(AC)  service  members  and  reviewed  the  potential  effects  on  force  readiness  from  allow¬ 
ing  these  service  members  to  serve  openly. 

We  adopted  two  distinct  but  related  approaches  to  estimating  health  care  utiliza¬ 
tion  and  readiness  impact.  The  first  is  what  we  label  the  prevalence-based  approach,  in 
which  we  estimated  the  prevalence  of  transgender  personnel  in  the  military  and  applied 
information  on  rates  of  gender  transition  and  reported  preferences  for  different  medi¬ 
cal  treatments  to  measure  utilization  and  the  implied  cost  and  readiness  impact.  This 
approach  has  the  benefit  of  including  those  who  may  seek  other  forms  of  accommoda¬ 
tion,  even  if  they  do  not  seek  medical  care.  It  also  provides  detailed  information  on  the 
types  of  medical  treatments  likely  to  be  sought,  which  can  improve  the  accuracy  of  cost 
and  readiness  estimates.  However,  this  approach  suffers  from  a  lack  of  rigorous  evi¬ 
dence  in  terms  of  the  rates  at  which  transgender  individuals  seek  treatment  and  instead 
relies  on  the  nonscientific  National  Transgender  Discrimination  Survey  (NTDS).  This 
approach  also  relies  on  prevalence  measures  from  only  two  states,  Massachusetts  and 
California,  which  may  not  be  directly  applicable  to  military  populations. 

Using  our  second  approach,  which  we  label  the  utilization-based  approach,  we 
estimated  the  rates  of  utilization  of  gender  transition-related  medical  treatment.  This 
approach  has  the  benefit  of  providing  real-world  measures  of  utilization,  which  may 
be  more  accurate  and  more  rigorously  collected  than  survey  information.  However, 
it  suffers  from  a  lack  of  large-scale  evidence  and  instead  relies  on  several  case  studies 
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that  may  not  be  directly  applicable  to  the  U.S.  military.  Given  the  caveats  described, 
these  approaches  provide  the  best  available  estimate  of  the  potential  number  of  trans¬ 
gender  service  members  likely  to  seek  medical  treatment  or  require  readiness-related 
accommodations.^  In  both  cases,  we  applied  measures  of  population  prevalence  and 
utilization  to  fiscal  year  (FY)  2014  DoD  force  size  estimates  to  provide  estimates  of 
prevalence  within  the  U.S.  military. 

We  also  reviewed  the  policies  of  foreign  militaries  that  allow  transgender  service 
members  to  serve  openly.  Our  primary  method  supporting  the  observations  presented 
in  this  report  was  an  extensive  document  review  that  included  primarily  publicly  avail¬ 
able  policy  documents,  research  articles,  and  news  sources  that  discussed  policies  on 
transgender  personnel  in  these  countries.  The  information  about  the  transgender  per¬ 
sonnel  policies  of  foreign  militaries  came  directly  from  the  policies  of  these  countries, 
as  well  as  from  research  articles  describing  the  policies  and  their  implementation.  Find¬ 
ings  on  the  effects  of  open  transgender  service  on  cohesion  and  readiness  drew  largely 
from  research  articles  that  specifically  examined  this  question  using  interviews  and  an 
analysis  of  studies  completed  by  the  foreign  militaries  themselves.  Finally,  insights  on 
best  practices  and  lessons  learned  emerged  both  directly  from  research  articles  describ¬ 
ing  the  evolution  of  policy  and  experience  and  indirectly  from  commonalities  in  the 
policies  and  experiences  of  our  four  in-depth  case  studies.  Recommendations  provided 
in  this  report  are  based  on  these  best  practices  and  lessons  learned,  as  well  as  a  consid¬ 
eration  of  the  unique  characteristics  of  the  U.S.  military. 

Finally,  for  our  analysis  of  DoD  policies,  we  reviewed  20  current  accession,  reten¬ 
tion,  separation,  and  deployment  regulations  across  the  services  and  the  Office  of  the 
Secretary  of  Defense.  We  also  reviewed  16  other  regulations  that  have  been  replaced  by 
more  recent  regulations  or  that  did  not  mention  transgender  personnel.^  Our  review 
focused  on  transgender-specific  DoD  instructions  (DoDIs)  that  may  contain  unneces¬ 
sarily  restrictive  conditions  and  reflect  outdated  terminology  and  assessment  processes. 
However,  in  simply  removing  these  restrictions,  DoD  could  inadvertently  affect  stan¬ 
dards  overall.  While  we  focused  on  reforms  to  specific  instructions  and  directives,  we 
note  that  DoD  may  wish  to  conduct  a  more  expansive  review  of  personnel  policies  to 
ensure  that  individuals  who  join  and  remain  in  service  can  perform  at  the  desired  level, 
regardless  of  gender  identity. 

Limitations  and  Caveats 

A  critical  limitation  of  such  a  comprehensive  assessment  is  the  lack  of  rigorous  epi¬ 
demiological  studies  of  the  size  or  health  care  needs  of  either  the  U.S.  transgender 
population  or  the  transgender  population  serving  in  the  military.  Indeed,  much  of  the 


^  We  define  accommodations  as  adjustments  in  military  rules  and  policies  to  allow  individuals  to  live  and  work 
in  their  target  gender. 

^  These  additional  policies  are  listed  in  Appendix  D  of  this  report. 
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existing  research  on  the  transgender  population  relies  on  self-reported,  nonrepresenta¬ 
tive  survey  data,  along  with  unstandardized  calculations  using  results  from  available 
studies.  Because  there  are  no  definitive  data  on  this  topic,  the  information  presented 
here  should  he  interpreted  with  caution  and,  therefore,  we  present  the  full  range  of 
estimates. 


Organization  of  This  Report 

The  report  is  organized  around  our  seven  research  questions.  Chapter  Two  defines 
what  is  meant  hy  the  term  transgender,  identifies  the  health  care  needs  of  the  trans¬ 
gender  population,  explains  the  various  treatment  options  for  those  diagnosed  with 
GD,  and  examines  the  capacity  of  the  MHS  to  provide  treatment  options  to  service 
members  diagnosed  with  GD.  Chapter  Three  estimates  the  number  of  transgen¬ 
der  service  members  in  the  AC  and  Selected  Reserve  (SR).  Chapter  Four  estimates 
how  many  transgender  service  members  are  likely  to  seek  medical  treatment.  Chap¬ 
ter  Five  estimates  the  costs  associated  with  extending  health  care  coverage  for  gender 
transition-related  treatments.  Chapter  Six  assesses  the  potential  readiness  implications 
of  allowing  transgender  service  members  to  serve  openly.  Chapter  Seven  identifies  les¬ 
sons  learned  from  foreign  militaries  that  allow  transgender  personnel  to  serve  openly. 
Chapter  Eight  offers  recommendations  regarding  which  DoD  accession,  retention, 
separation,  and  deployment  policies  would  need  to  be  changed  if  a  decision  is  made 
to  allow  transgender  service  members  to  serve  openly.  Chapter  Nine  summarizes  key 
findings  presented  in  the  report  and  suggests  best  practices  for  implementing  policy 
changes. 

Appendix  A  presents  definitions  of  common  terms  related  to  gender  transition 
and  transgender  identity.  Appendix  B  provides  a  history  of  the  historical  nomenclature 
associated  with  transgender  identity.  Appendix  C  provides  details  on  the  psychosocial, 
pharmacologic,  surgical,  and  other  treatments  for  GD.  Appendix  D  lists  the  DoD 
accession,  retention,  separation,  and  deployment  policies  that  we  reviewed. 
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What  Are  the  Health  Care  Needs  of  the  Transgender 
Population? 


This  report  begins  by  describing  the  health  care  needs  of  the  U.S.  transgender  popula¬ 
tion  overall.  To  discern  the  potential  impact  of  changing  DoD  policies  to  allow  trans¬ 
gender  military  personnel  to  serve  openly  and  to  ensure  appropriate  health  care  for 
those  who  seek  gender  transition-related  treatment,  it  is  also  important  to  consider 
whether  the  MHS  has  the  capacity  to  provide  this  care. 


Definitions  of  Key  Terms  and  Concepts 

A  challenge  to  our  efforts  to  understand  the  health  care  needs  of  the  transgender  popu¬ 
lation  in  general,  as  well  as  in  the  military,  is  the  varied  and  shifting  terminology  used 
in  the  clinical  literature.  Consequently,  here,  we  define  a  range  of  terms  that  we  will  use 
throughout  this  review.*  Consistent  with  the  fifth  edition  of  the  Diagnostic  and  Statisti¬ 
cal  Manual  of  Mental  Disorders  (DSM-5),  the  American  Psychiatric  Association  (APA) 
publication  that  provides  standard  language  and  criteria  for  classifying  mental  health 
conditions,  we  use  the  term  transgender  to  refer  to  “the  broad  spectrum  of  individuals 
who  .  .  .  identify  with  a  gender  different  from  their  natal  gender”  (APA,  2013).^  Natal 
gender  or  birth  sex,  which  is  the  sex  that  an  individual  was  assigned  at  birth  and  typi¬ 
cally  correlates  with  primary  sex  characteristics  (e.g.,  genitalia). 

We  refer  to  the  subset  of  the  population  whose  gender  identity  does  not  con¬ 
form  with  the  expressions  and  behaviors  typically  associated  with  the  sex  to  which 
they  were  assigned  at  birth  as  transgender  or  gender  nonconforming  Many  identities 
fall  under  these  umbrella  terms,  including  individuals  who  identify  as  androgynous, 
multigendered,  third  gender,  and  two-spirit  people.  Mie.  gender  nonconforming 
also  includes  individuals  who  cross-dress,  which  means  they  wear  clothing  that  is  tradi¬ 
tionally  worn  by  a  gender  different  from  that  of  their  birth  sex.  The  exact  definitions  of 
each  of  these  identities  vary  under  the  term  gender  nonconforming,  and  individuals  may 


*  A  comprehensive  list  of  terms  and  definitions  is  provided  in  Appendix  A. 

^  A  brief  history  of  the  DSM  language  and  diagnostic  criteria  for  related  conditions  is  presented  in  Appendix  B. 
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fluidly  change,  blend,  or  alter  their  gender  identity  over  time.  For  the  purposes  of  this 
analysis,  we  use  transgender  as  an  umbrella  term  that  refers  to  individuals  who  identify 
with  a  gender  different  from  the  sex  they  were  assigned  at  birth. 

Importantly,  under  the  recently  established  criteria  and  terminology  outlined 
in  DSM-5,  transgender  status  alone  does  not  constitute  a  medical  condition  (APA, 
2013).  Instead,  under  the  revised  diagnostic  guidelines,  only  transgender  individuals 
who  experience  significant  related  distress  are  considered  to  have  a  medical  condi¬ 
tion  called  gender  dysphoria  (GD).  Some  combination  of  psychosocial,  pharmacologic 
(mainly  but  not  exclusively  hormonal),  or  surgical  care  may  be  medically  necessary  for 
these  individuals.  Psychotherapy  to  confirm  a  diagnosis  of  GD  is  a  common  first  step 
in  the  process,  often  followed  by  hormone  therapy  and,  perhaps,  by  gender  reassign¬ 
ment  surgery  involving  secondary  or  primary  sex  characteristics.  Not  all  patients  seek 
all  forms  of  care.  However,  recognized  standards  of  care  require  documentation  of 
12  continuous  months  of  hormone  therapy  and  living  in  the  target  gender  role  con¬ 
sistently  and  in  all  aspects  of  life.  Unfortunately,  the  diagnosis  is  newly  established, 
and  data  from  which  to  estimate  the  size  of  these  subgroups  are  lacking.  In  the  future, 
however,  transgender  individuals  seeking  gender  transition-related  treatment  are  likely 
to  require  a  GD  diagnosis  as  the  clinical  justification. 

Among  transgender  individuals,  a  subset  may  choose  to  transition,  the  term  used 
to  refer  to  the  act  of  living  and  working  in  a  gender  different  from  one’s  sex  assigned  at 
birth.  For  some  individuals,  this  may  involve  primarily  social  change  but  no  medical 
treatment;  this  is  referred  to  as  social  transition.  For  others,  medical  treatments,  such 
as  hormone  therapy  and  hair  removal,  are  important  steps  to  align  their  physical  body 
with  their  target  gender.  This  is  referred  to  as  medical  transition.  A  subset  of  those  who 
medically  transition  may  choose  to  undergo  gender  reassignment  surgery  to  make  their 
physical  body  as  congruent  as  possible  with  their  gender  identity.  This  process  of  surgi¬ 
cal  transition  is  also  often  referred  to  as  sex  or  gender  reassignment  or  gender  confirmation. 


Health  Care  Needs  of  the  Transgender  Population 

The  main  types  of  gender  transition-related  treatments  are  psychosocial,  pharmaco¬ 
logic  (primarily  but  not  exclusively  hormonal),  and  surgical.  While  one  or  more  of 
these  types  of  treatments  may  be  necessary  for  some  transgender  individuals  with  GD, 
the  course  of  treatments  varies  and  must  be  determined  on  an  individual  basis  by 
patients  and  clinicians.  Since  little  is  known  about  currently  serving  transgender  ser¬ 
vice  members,  the  following  discussion  draws  primarily  from  available  research  on 
nonmilitary  transgender  populations.^ 


^  The  2015  DoD  Health  Related  Behavior  Survey  of  active-duty  service  members  was  being  fielded  concur¬ 
rently  to  this  research.  It  marked  the  first  time  a  U.S.  military  survey  asked  questions  relating  to  gender  identity. 
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Diagnosis  and  Treatments  for  Gender  Dysphoria 

Treatments  deemed  necessary  for  transgender  populations  have  shifted  over  time  based 
on  research  advancements  and  the  accumulation  of  clinical  knowledge.  The  World 
Professional  Association  for  Transgender  Health  (WPATH)  regularly  publishes  revised 
versions  of  its  Standards  of  Care  for  the  Health  of  Transsexual,  Transgender,  and  Gender 
Nonconforming  People-,  the  most  current  at  the  time  of  our  research  was  version  7.  The 
standards  are  designed  to  guide  the  treatment  of  patients  experiencing  GD  while  recog¬ 
nizing  that  not  all  expressions  of  gender  nonconformity  require  treatment  (WPATH, 
2011,  p.  2).  Some  transgender  individuals  (again,  the  proportion  is  largely  unknown) 
experience  significant  dysphoria  (distress)  with  the  sex  and  gender  they  were  assigned  at 
birth,  and  they  meet  formal  DSM-5  diagnostic  criteria  for  GD,  as  described  in  Appen¬ 
dix  B  of  this  report.  For  those  diagnosed  with  GD,  treatment  options  include  psycho¬ 
therapy,  hormone  therapy,  surgery,  and  changes  to  gender  expression  and  role  (i.e.,  how 
people  present  themselves  to  the  world;  WPATH,  2011,  pp.  9-10).  We  discuss  these 
treatment  options  in  detail  in  Appendix  G. 

Not  all  patients  will  prefer  or  need  all  or  any  of  these  options;  however,  when 
clinically  indicated,  appropriate  care  can  “alleviate  gender  dysphoria  by  bringing  one’s 
physical  characteristics  into  alignment  with  one’s  internal  sense  of  gender”  (Herman, 
2013b,  p.  4).  There  have  been  no  randomized  controlled  trials  of  the  effectiveness  of 
various  forms  of  treatment,  and  most  evidence  comes  from  retrospective  studies.  The 
widely  endorsed  consensus-based  practice  guidelines  outlined  in  the  WPATH  Stan¬ 
dards  of  Care  suggest  that  transition-related  mental  health  care,  hormone  therapy,  and 
surgery  are  generally  effective  and  constitute  necessary  health  care  for  many  individu¬ 
als  with  GD."'  The  appropriate  treatment  plan  is  best  determined  collaboratively  by 
patients  and  their  health  care  providers.  Optimally,  specialized  transgender  health  care 
will  be  provided  by  an  interdisciplinary  team  (WPATH,  2011,  p.  26). 


Military  Health  System  Capacity  and  Gender  Transition-Related 
Treatment 

To  discern  the  potential  impact  of  changing  DoD  policies  to  allow  transgender  mili¬ 
tary  personnel  to  serve  openly  and  to  ensure  appropriate  health  care  for  GD,  it  is  also 
important  to  consider  whether  the  MHS  has  the  capacity  to  provide  this  care. 


We  anticipate  that  these  survey  results  will  provide  additional  information  regarding  how  many  transgender  per¬ 
sonnel  currently  serve  in  the  U.S.  military  and  their  health  behaviors. 

^  These  standards  are  endorsed  hy  the  American  Medical  Association,  American  Psychological  Association, 
American  Academy  of  Family  Physicians,  National  Association  of  Social  Workers,  World  Professional  Asso¬ 
ciation  for  Transgender  Health,  and  American  College  of  Obstetricians  and  Gynecologists  (see  Lambda  Legal, 
2012).  Major  insurers,  including  Aetna  and  UnitedHealthcare,  have  incorporated  many  of  these  standards  of  care 
into  their  policies  (see,  for  example  UnitedHealthcare,  2015). 
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Psychotherapy,  Hormone  Therapies,  and  Gender  Transition-Related  Surgery 

Both  psychotherapy  and  hormone  therapies  are  available  and  regularly  provided 
through  the  military’s  direct  care  system,  though  providers  would  need  some  addi¬ 
tional  continuing  education  to  develop  clinical  and  cultural  competence  for  the  proper 
care  of  transgender  patients.  Surgical  procedures  quite  similar  to  those  used  for  gender 
transition  are  already  performed  within  the  MHS  for  other  clinical  indications. 

Reconstructive  Surgery 

Reconstructive  hreast/chest  and  genital  surgeries  are  currently  performed  on  patients 
who  have  had  cancer,  been  in  vehicular  and  other  accidents,  or  been  wounded  in 
combat.  The  skills  and  competencies  required  to  perform  these  procedures  on  trans¬ 
gender  patients  are  often  identical  or  overlapping.  For  instance,  mastectomies  are  the 
same  for  breast  cancer  patients  and  female-to-male  transgender  patients.  Perhaps  most 
importantly,  the  surgical  skills  and  competencies  for  some  gender  transition  surgeries 
also  overlap  with  skills  required  for  the  repair  of  genital  injuries  sustained  in  combat, 
which  have  increased  dramatically  among  troops  deployed  to  Afghanistan.  From 
2009  to  2010,  the  percentage  of  wounded  troops  with  genitourinary  injuries  transit¬ 
ing  through  Landstuhl  Regional  Medical  Center  in  Germany  nearly  doubled  from 
4.8  percent  to  9.1  percent — a  dramatic  increase  that  led  some  health  providers  to  call 
this  the  “new  ‘signature  wound’”  of  Operation  Enduring  Freedom  (D.  Brown,  201 1).^ 
There  are  particular  similarities  to  the  procedures  recommended  to  treat  those  expe¬ 
riencing  dismounted  complex  blast  injuries,  which  typically  involve  multiple  amputa¬ 
tions  with  other  injuries,  often  to  the  genitals  (Wallace,  2012).  Providing  high-quality 
surgery  to  treat  the  5  percent  of  combat  wounds  that  require  penile  reconstruction 
requires  extensive  knowledge  and  practice  in  reconstructive  techniques  (Williams  and 
Jezior,  2013).  Assuming  the  MHS  continues  to  directly  provide  health  services  as  it  has 
in  the  past,  there  are  at  least  two  potential  implications:  First,  military  surgeons  may 
currently  have  the  competencies  required  to  surgically  treat  patients  with  GD,  and, 
second,  performing  these  surgeries  on  transgender  patients  may  help  maintain  a  vitally 
important  skill  required  of  military  surgeons  to  effectively  treat  combat  injuries  during 
a  period  in  which  fewer  combat  injuries  are  sustained. 

Cosmetic  Surgery 

Recognition  of  the  requirement  for  reconstructive  plastic  surgery  as  a  result  of  the  war¬ 
time  mission  drives  the  existing  DoD  policy  for  cosmetic  surgery  procedures  in  the 
MHS;  the  services  have  requirements  and  manpower  authorizations  for  specialists  who 
can  perform  reconstructive  plastic  surgery  (Office  of  the  Assistant  Secretary  of  Defense 


^  Experimental  penis  transplants,  expected  to  be  performed  for  the  first  time  within  the  next  year  at  Johns 
Hopkins  School  of  Medicine,  are  being  developed  in  the  United  States  specifically  for  combat-wounded  veterans; 
however,  there  may  be  benefits  for  transgender  patients  as  well  (Welsh,  2015). 
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for  Health  Affairs,  2005,  p.  1).  Cosmetic/reconstructive  surgery  skills  need  to  be  main¬ 
tained  with  practice,  and  surgeons  must  also  “meet  board  certification,  recertihcation, 
and  graduate  medical  education  program  requirements”  (OfEce  of  the  Assistant  Secre¬ 
tary  of  Defense  for  Health  Affairs,  2005,  p.  1). 

Current  DoD  policy  draws  a  distinction  between  elective  cosmetic  plastic  sur¬ 
gery  performed  “to  improve  the  patient’s  appearance  or  self-esteem”  and  reconstruc¬ 
tive  plastic  surgery  performed  on  bodily  structures  that  are  abnormal  due  to  health 
conditions  to  improve  function  or  approximate  a  normal  appearance  (OfEce  of  the 
Assistant  Secretary  of  Defense  for  Health  Affairs,  2005,  p.  3).  While  reconstructive 
surgeries  constitute  necessary  treatment,  access  to  elective  cosmetic  surgical  procedures 
is  subject  to  added  constraints.  For  example,  cosmetic  procedures  are  performed  on  a 
space-available  basis  and  restricted  to  those  who  will  be  TRICARE-eligible  for  at  least 
six  months.  These  procedures  also  require  written  permission  from  the  commander  of 
the  service  member’s  active-duty  unit,  and  the  patient  must  pay  surgical,  institutional, 
and  anesthesia  fees  (OfEce  of  the  Assistant  Secretary  of  Defense  for  Health  Affairs, 
2005,  p.  3).'’  DoD  recognizes  the  need  for  these  reconstructive  surgery  competencies 
and  has  crafted  a  policy  to  cover  plastic  surgeries  to  maintain  providers’  surgical  skills 
and  certiEcation  requirements. 


Potential  Consequences  of  Not  Providing  Necessary  Gender 
Transition-Related  Care 

The  discussion  of  the  health  care  needs  of  transgender  military  personnel  is  incomplete 
without  considering  the  potential  unintended  effects  of  constraining  or  limiting  gender 
transition-related  treatment.  Little  question  remains  that  there  are  transgender  per¬ 
sonnel  currently  serving  in  the  AC.  Adverse  consequences  of  not  providing  transition- 
related  health  care  to  transgender  personnel  could  include  avoidance  of  other  necessary 
health  care,  such  as  important  preventive  services,  as  well  as  increased  rates  of  mental 
and  substance  use  disorders,  suicide,  and  reduced  productivity. 

Research  indicates  that,  “due  to  discrimination  and  problematic  interactions 
with  health  care  providers,  transgender  individuals  frequently  do  not  access  health 
care,  resulting  in  short  and  long-term  adverse  health  outcomes”  (Roller,  Sedlak,  and 
Draucker,  2015,  p.  418).^  Further,  patients  denied  appropriate  health  care  may  turn  to 
other  solutions,  such  as  injecting  construction-grade  silicone  into  their  bodies  to  alter 


Interestingly,  according  to  Elders  et  al.  (2014,  p.  19),  there  is  no  difference  in  leave  policies  related  to  recovery 
time  between  the  two. 

^  For  example,  among  NTDS  respondents,  28  percent  reported  postponing  or  avoiding  treatment  when  sick  or 
injured,  and  33  percent  delayed  or  skipped  preventive  care  due  to  discrimination  or  disrespect  from  health  care 
providers  (Grant  et  ah,  2011,  p.  76).  In  one  study,  transgender  respondents  had  fewer  self-reports  of  good  health 
and  were  more  likely  to  report  limitations  on  daily  activities  due  to  health  issues  (Kates  et  ah,  2015,  p.  5). 
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their  shape  (State  of  California,  2012,  p.  12).  There  are  also  potential  costs  related  to 
mental  health  care  services  for  individuals  who  do  not  receive  such  care  (Herman, 
2013h,  p.  20).  Multiple  observational  studies  have  suggested  significant  and  sometimes 
dramatic  reductions  in  suicidality,  suicide  attempts,  and  suicides  among  transgender 
patients  after  receiving  transition-related  treatment  (State  of  California,  2012,  p.  10). 
A  study  hy  Padula,  Heru,  and  Campbell  (2015)  found  that  removing  exclusions  on 
transgender  care  “could  change  the  trajectory  of  health  for  all  transgender  persons”  at 
a  minimal  cost  per  member  per  month.  ^ 

However,  we  caution  that  it  is  not  known  how  well  these  hndings  generalize 
to  military  personnel.  Moreover,  while  the  existing  data  offer  some  indication  of  the 
needs  for  and  costs  of  gender  transition-related  health  care,  it  is  important  to  note  that 
none  of  these  studies  were  randomized  controlled  trials  (the  gold  standard  for  deter¬ 
mining  treatment  efficacy).  In  the  absence  of  quality  randomized  trial  evidence,  it  is 
difficult  to  fully  assess  the  outcomes  of  treatment  for  CD. 


^  Specifically,  they  found  that  insurance  provider  coverage  for  transgender-related  services  resulted  in  “greater 
effectiveness,  and  was  cost-effective  relative  to  no  health  benefits  at  5  and  10  years  from  a  willingness-to-pay 
threshold  of  $100,000/[quality-adjusted  life  year].” 


CHAPTER  THREE 


What  Is  the  Estimated  Transgender  Population  in  the 
U.S.  Military? 


This  chapter  provides  several  estimates  of  the  number  of  transgender  service  members 
in  the  U.S.  military.  To  date,  there  have  been  no  systematic  studies  of  the  number  of 
transgender  individuals  in  the  U.S.  general  population  or  in  the  U.S.  military.  Cur¬ 
rent  studies  rely  on  clinical  samples  of  health  care  service  utilizers,  nonrepresentative 
samples  assembled  in  ways  that  are  difficult  to  replicate,  and  self-reported  survey  data 
from  a  small  number  of  states. 


General  Population  Estimates  of  Transgender  Prevalence 

The  transgender  prevalence  in  the  U.S.  general  population  is  thought  to  be  signifi¬ 
cantly  less  than  1  percent  (Gates,  2011,  p.  6;  APA,  2013,  p.  454).  However,  there 
have  been  no  rigorous  epidemiological  studies  in  the  general  U.S.  population  that  con¬ 
firm  this  estimate.  Our  subsequent  estimates  must  be  qualified,  therefore,  as  some¬ 
what  speculative;  they  are  based  on  numerous  sources,  including  health  services  claims 
data,  representative  state-level  health  surveillance  survey  data,  a  convenience  (i.e.,  non¬ 
representative)  sample  recruited  by  an  advocacy  network,  the  experiences  of  foreign 
militaries,  and  selected  other  data  sources. 

The  Williams  Institute  at  the  University  of  California,  Los  Angeles,  School  of 
Law,  calculated  that,  based  on  estimates  from  Massachusetts  and  California,  0.3  per¬ 
cent  of  the  U.S.  population  is  transgender  (Gates,  2011,  p.  6).  The  Massachusetts  data 
were  collected  between  2007  and  2009  as  part  of  the  Massachusetts  Behavioral  Risk 
Factor  Surveillance  System  initiative.  The  survey  suggests  that  0.5  percent  of  the  pop¬ 
ulation  in  Massachusetts  identifies  as  “transgender”  (95-percent  confidence  interval: 
0.3  to  0.6  percent;  Conron  et  ah,  2012).  The  California  data  combine  information  on 
the  percentage  of  individuals  who  are  transgender  from  the  California  Lesbian,  Gay, 
Bisexual,  and  Transgender  (LGBT)  Tobacco  Survey  and  the  percentage  of  the  overall 
population  that  is  LGBT  from  the  2009  California  Health  Interview  Survey.  Gates 
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multiplies  these  values  together  to  estimate  that  0.1  percent  of  the  population  of  Cali¬ 
fornia  is  transgender.' 

To  develop  an  estimate  of  transgender  prevalence  for  the  entire  United  States, 
Gates  (2011)  simply  averages  the  Massachusetts  and  California  values,  yielding 
0.25  percent,  then  rounds  that  up  to  0.3  percent.  This  measure  is  very  problematic, 
however.  While  survey-hased  estimates  of  transgender  prevalence  are  likely  to  he  accu¬ 
rate  measures  of  true  state-level  transgender  prevalence,  it  is  not  clear  that  taking  an 
unweighted  average  from  states  with  vastly  different  population  sizes  is  appropriate  for 
estimating  national  prevalence.  For  example,  a  weighted  average  calculation  using  the 
2009  census  population  estimates  for  California  and  Massachusetts  implies  a  0.16  per¬ 
cent  “national”  prevalence  estimate,  as  opposed  to  the  0.3  percent  estimate  calculated 
hy  Gates  (2011) — a  nearly  50-percent  difference.  We  used  this  0.16  percent  weighted 
average  as  our  combined,  national  estimate  using  the  California  and  Massachusetts 
studies.  This  estimate  was  our  midrange  starting  point,  though  we  included  both  the 
0.1  percent  (from  California)  and  0.5  percent  (from  Massachusetts)  as  comparison 
points. 

We  note  that  there  have  been  and  continue  to  be  other  efforts  to  measure  the 
prevalence  of  transgender  identity  in  the  general  population.  The  two  most  prominent 
examples  are  the  meta-analysis  conducted  by  WPATH  and  a  recent  effort  from  the 
U.S.  census.  We  did  not  use  these  estimates  due  to  concerns  that  they  systematically 
undercounted  the  prevalence  of  transgender  identity  for  a  variety  of  reasons  detailed  in 
the  discussions  that  follow. 

Separately,  in  2007,  the  WPATH  reviewed  ten  studies  of  prevalence  with  esti¬ 
mates  for  transgender  individuals  presenting  for  gender  transition-related  care,  ranging 
from  1:11,900  to  1:45,000  for  male-to-female  transitions  and  1:30,400  to  1:200,000 
for  female-to-male  transitions  (WPATH,  201 1).^  The  studies  cited  were  largely  based 
on  clinical  usage.  The  WPATH  authors  note  that  these  numbers  should  be  considered 
“minimum  estimates  at  best”: 

The  published  figures  are  mostly  derived  from  clinics  where  patients  met  criteria 
for  severe  gender  dysphoria  and  had  access  to  health  care  at  those  clinics.  These 
estimates  do  not  take  into  account  that  treatments  offered  in  a  particular  clinic  set¬ 
ting  might  not  be  perceived  as  affordable,  useful,  or  acceptable  by  all  self-identified 
gender  dysphoric  individuals  in  a  given  area.  By  counting  only  those  people  who 


'  Although  Gates  (2011)  states  that  3.2  percent  of  the  LGBT  population  is  transgender,  we  note  that  an  earlier 
document  (California  Department  of  Health  Services,  2004)  reporting  analyses  from  the  same  survey  states  that 
2  percent  of  this  population  is  transgender.  We  were  not  able  to  obtain  the  raw  data  and  could  not  verify  which 
of  the  two  values  is  correct.  We  used  the  3.2-percent  estimate  to  calculate  the  California  transgender  prevalence 
estimate. 

^  The  studies  were  Walinder,  1968;  Walinder,  1971;  Hoenig  and  Kenna,  1974;  Eklund,  Gooren,  and  Bezemer, 
1988;  Tsoi,  1988;  Bakker  et  ah,  1993;  van  Kesteren,  Gooren,  and  Megens,  1996;  Weitze  and  Osburg,  1996; 
De  Cuypere  et  ah,  2007;  and  Zucker  and  Lawrence,  2009. 
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present  at  clinics  for  a  specific  type  of  treatment,  an  unspecified  number  of  gender 
dysphoric  individuals  are  overlooked.  (WPATH,  2011,  p.  7) 

Additionally,  the  information  is  based  on  utilization  rates  from  the  ten  studies, 
mostly  conducted  in  European  countries,  such  as  the  United  Kingdom,  the  Nether¬ 
lands,  Sweden,  Germany,  and  Belgium.  One  study  was  conducted  in  Singapore.  This 
raises  concerns  about  the  applicahility  of  these  estimates  to  the  U.S.  population  due 
to  differences  in  costs  and  social  tolerance,  both  of  which  would  likely  make  health 
utilization  behavior  in  Europe  significantly  different  from  that  in  the  United  States. 
Moreover,  the  studies  were  conducted  over  a  30-year  period  in  which  utilization  was 
dramatically  increasing,  suggesting  that  the  estimates  were  not  stable.  This  concern 
is  reported  in  the  WPATH  report,  with  the  authors  noting  that  the  trend  (over  time) 
was  due  to  higher  rates  of  individuals  seeking  care.  In  one  example,  the  estimated 
transgender  population  doubled  in  just  five  years  in  the  United  Kingdom.  If  the  num¬ 
bers  are  increasing  over  time  based  on  the  use  of  clinics,  then  an  estimate  from  ten  to 
15  years  ago  would  likely  be  very  low  relative  to  utilization  in  those  same  places  today, 
and  again  not  representative  of  likely  utilization  in  the  United  States.^ 

Harris  (2015)  used  information  on  name  and  sex  changes  in  Social  Security 
Administration  data  files  to  estimate  the  number  of  transgender  individuals  in  the  U.S. 
population.  Using  information  on  male-to-female  and  female-to-male  name  changes, 
he  estimates  that  there  were  89,667  transgender  individuals  in  the  United  States  in 
2010.  Of  this  group,  21,833  (24  percent)  also  changed  their  sex,  according  to  Social 
Security  records;  during  some  periods  in  U.S.  history,  this  required  documented  proof 
of  either  initiation  or  completion  of  medical  transition.  Since  name  changes  are  not 
required,  prevalence  estimated  in  this  manner  is  likely  to  be  a  lower-bound  estimate 
of  the  true  transgender  prevalence  rate  in  the  United  States.  Using  the  2010  popula¬ 
tion  of  adults  age  18  and  over  as  the  denominator  (234,564,071),  89,667  transgender 
cases  implies  a  lower-bound  transgender  prevalence  rate  of  0.038  percent  in  the  United 
States. 


^  According  to  the  WPATH  authors, 

The  trend  appears  to  be  towards  higher  prevalence  rates  in  the  more  recent  studies,  possibly  indicating  increas¬ 
ing  numbers  of  people  seeking  clinical  care.  Support  for  this  interpretation  comes  from  research  by  Reed  and 
colleagues  (2009),  who  reported  a  doubling  of  the  numbers  of  people  accessing  care  at  gender  clinics  in  the 
United  Kingdom  every  five  or  six  years.  Similarly,  Zucker  and  colleagues  (2008)  reported  a  four-  to  five-fold 
increase  in  child  and  adolescent  referrals  to  their  Toronto,  Canada  clinic  over  a  30-year  period.  (WPATH, 
2011,  p.  7) 
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Prevalence-Based  Approach  to  Estimating  the  Number  of  Transgender 
Service  Members  in  the  U.S.  Military 

Before  discussing  estimates  of  prevalence  of  transgender  individuals  in  the  U.S.  mili¬ 
tary,  it  is  important  to  note  that,  to  our  knowledge,  no  studies  have  directly  measured 
the  prevalence  or  incidence  of  transgender  individuals  currently  serving  in  the  active  or 
reserve  component."'  To  estimate  prevalence  in  the  military,  we  have  constructed  esti¬ 
mates  using  a  combination  of  data  sources.^  One  of  those  sources,  the  NTDS,  provides 
detailed  information  on  the  choices  and  preferences  of  transgender  individuals  hut  it  is 
not  a  randomized,  representative  sample  of  the  military  and  thus  is  not  generalizahle. 

We  applied  measures  of  population  prevalence  to  DoD  force  size  estimates  to 
estimate  prevalence  in  the  U.S.  military.  We  measured  force  size  using  information 
from  DoD’s  2014  demographics  report  (DoD,  2014;  see  Table  3.1).  The  demographics 
are  separated  into  AC  and  SR.  For  much  of  the  discussion  of  our  medical  care  analysis, 
we  focus  on  the  AC.  We  did  not  include  reserve-component  service  members,  retirees, 
or  dependents  in  the  cost  analyses  because  we  did  not  have  information  on  age  and 
sex  distribution  within  these  beneficiary  categories.  Some  of  these  beneficiary  catego¬ 
ries  also  have  limited  eligibility  for  health  care  provided  through  military  treatment 
facilities  (MTFs)  and  may  receive  their  health  care  through  TRICARE  coverage  in 
the  purchased  care  setting  or  through  other  health  insurance  plans.  For  our  readiness 
analysis,  we  included  both  the  AC  and  SR  because  both  components  may  be  used  for 
deployments.  Although  there  are  ongoing  discussions  regarding  the  feasibility  of  acti¬ 
vating  the  Individual  Ready  Reserve,  we  excluded  this  population  because  we  lacked 
the  detailed  information  on  gender  and  age  needed  to  conduct  our  analysis. 

Table  3.2  contains  estimates  of  the  number  of  transgender  personnel  in  the  AC 
and  SR  using  the  baseline  prevalence  from  existing  studies  and  shows  the  results 
of  several  tests  that  provide  a  range  of  estimates  based  on  different  assumptions  in 
the  literature.  To  estimate  prevalence  in  the  military,  we  conducted  analyses  using 
five  values:  (1)  a  lower-bound  estimate  of  0.1  percent  based  on  a  study  in  California 


^  G.  Brown  (1988)  found  that  eight  out  of  11  evaluated  natal  males  with  severe  GD  had  a  military  background; 
he  explains  his  findings  by  positing  a  “hypermasculine”  phase  among  transgender  individuals  that  coincides 
with  the  age  of  enlistment.  Since  the  sample  size  in  that  study  was  extremely  small,  we  do  not  consider  this  good 
evidence  for  this  theory.  Gates  and  Herman  (2014)  used  estimates  from  the  NTDS,  combined  with  estimates  of 
transgender  prevalence  (0.3  percent)  from  Gates  (2011)  and  history  of  military  service  in  the  U.S.  population  from 
the  American  Community  Survey,  to  estimate  transgender  prevalence  in  the  military.  Data  from  the  National 
College  of  Health  Administration  showed  that  military  experience  was  significantly  higher  among  transgender 
individuals  than  among  those  who  did  not  identify  as  transgender  (9.4  percent  versus  2.1  percent;  Blosnich, 
Gordon,  and  Fine,  2015).  However,  these  data  were  collected  from  only  51  institutions,  and  the  response  rate  for 
the  survey  was  only  20  percent,  which  again  raises  questions  regarding  the  validity  of  the  estimates. 

^  Our  estimates  were  constructed  using  Gates  (2011),  which  combined  estimates  from  the  Massachusetts 
Behavioral  Risk  Factor  Social  Surveys  with  the  California  LGBT  Tobacco  Survey,  and  Gates  and  Herman  (2014), 
which  used  data  from  the  NTDS,  Gates  (2011),  and  the  American  Community  Survey. 
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Table  3.1 

DoD  Military  Force  Demographics 


Category 

Number 

% 

Active  Component 

Sex 

Female 

200,692 

15 

Male 

1,125,581 

85 

Age 

<25 

572,293 

43 

26-30 

293,698 

22 

31-35 

201,137 

15 

36-40 

137,653 

11 

41  + 

121,492 

9 

Total 

1,326,273 

— 

Selected  Reserve 

Sex 

Female 

149,759 

18 

Male 

682,233 

82 

Age 

<25 

285,494 

34 

26-30 

156,983 

19 

31-35 

124,179 

15 

36-40 

86,151 

10 

41  + 

179,185 

22 

Total 

831,992 

— 

SOURCE:  DoD,  2014. 


(Conron,  2012);  (2)  an  upper-bound  estimate  of  0.5  percent  based  on  a  study  in  Mas¬ 
sachusetts  (Gates,  2011);  (3)  a  population-weighted  average  of  the  California  and  Mas¬ 
sachusetts  studies,  yielding  a  prevalence  estimate  of  0.16  percent;  (4)  an  adjustment  of 
this  population-weighted  approach  based  on  the  natal  male/female  distribution  in  the 
military,  yielding  a  prevalence  estimate  of  0.19  percent;  and  (5)  a  doubling  of  the  popu¬ 
lation-weighted,  gender- adjusted  value,  yielding  a  prevalence  estimate  of  0.37  percent. 
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Table  3.2 

Prevalence-Based  Estimates  of  the  Number  of  Transgender  Active-Component  and 
Selected  Reserve  Service  Members 


Component 

Total  Force 
Size 

(FY  2014) 

0.1%^ 

(CA  study) 

0.16%^’ 
(combined, 
population- 
weighted 
CA  +  MA 
studies) 

o.igro*^ 
(gender- 
adjusted  rate) 

(twice  gender- 
adjusted  rate) 

0.5%® 

(MA  study) 

Active 

1,326,273 

1,320 

2,120 

2,450 

4,900 

6,630 

Selected 

831,992 

830 

1,330 

1,510 

2,930 

4,160 

Reserve 

SOURCES:  Estimates  for  force  size  are  based  on  RAND  calculations  using  FY  2014  data  from  DoD,  2014. 

^  Based  on  estimates  of  prevalence  from  a  California  study  (Conron,  2012). 

^  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state. 

'■  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state  and  applied  specifically  to  the  male/female  distribution  in  the  military 
components. 

Based  on  estimates  of  prevalence  from  NTDS,  Gates  (2011),  and  the  American  Community  Survey 
(Gates  and  Herman,  2014)  and  applied  specifically  to  the  male/female  distribution  in  the  military. 

®  Based  on  estimates  of  prevalence  from  a  Massachusetts  study  (Gates,  2011). 

Based  on  the  0.1  percent  lower  bound,  we  estimate  that  there  are  approximately 
1,320  transgender  individuals  in  the  AC  and  approximately  830  in  the  SR.  Using 
the  Massachusetts  study  (0.5  percent)  as  an  upper  bound,  we  estimate  that  there  are 
approximately  6,630  transgender  service  members  in  the  AC  and  4,160  in  the  SR. 
Because  these  estimates  are  based  on  selected  populations  in  the  state  and  the  varia¬ 
tion  in  these  populations  is  significant,  we  were  concerned  that  they  were  not  repre¬ 
sentative  of  broader  national  numbers,  especially  as  they  pertain  to  the  gender  mix 
of  the  military.  Therefore,  we  adjusted  the  population-weighted  combination  of  these 
estimates  to  account  for  the  male/female  distribution  in  the  U.S.  military  popula¬ 
tions.  This  gender  adjustment  is  critical,  as  most  research  indicates  that  male-to- 
female  transitions  are  two  to  three  times  more  common  than  female-to-male  transi¬ 
tions  (APA,  2013;  Horton,  2008;  Gates,  2011;  Grant  et  ah,  2011).  This  assumption 
of  a  two  to  one  difference  in  underlying  prevalence  across  genders  applied  to  the 
0.16  percent  aggregate  estimate  implies  a  natal  male-specific  prevalence  of  0.2  percent 
and  a  natal  female-specific  prevalence  of  0.1  percent.  Assigning  these  values  to  the 
male/female  AC  distributions  increases  the  military  prevalence  estimate  from  0.16  per¬ 
cent  to  0.19  percent,  which  implies  that  there  are  2,450  transgender  individuals  in  the 
AC  and  1,510  in  the  SR. 

The  estimate  of  0.37  percent  doubles  the  gender-adjusted  rate  based  on  informa¬ 
tion  provided  by  the  NTDS  that  20  percent  of  the  transgender  population  in  its  sample 
reported  a  history  of  military  service,  which  is  twice  the  rate  of  the  general  population. 
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as  reported  in  the  American  Community  Survey  (Grant  et  ah,  2011).  We  note  that  this 
is  likely  to  he  an  overestimate  of  the  overall  transgender  population  for  two  reasons. 
First,  given  the  highly  tolerant  environment  in  Massachusetts  and  California,  the  prev¬ 
alence  estimates  in  those  two  states  are  likely  to  overstate  the  nationwide  prevalence.'’ 
Second,  the  evidence  that  transgender  individuals  are  twice  as  likely  to  serve  in  the 
military  is  based  on  extrapolations  from  a  nonrepresentative  sample  of  individuals  and 
not  on  direct,  rigorous  study  of  the  transgender  military  population. 
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For  example,  both  California  and  Massachusetts  are  rated  as  “top  places  for  LGBT  rights”  (Keen,  2015). 


CHAPTER  FOUR 


How  Many  Transgender  Service  Members  Are  Likely  to  Seek 
Gender  Transition-Related  Medical  Treatment? 


We  adopted  two  distinct  but  related  approaches  to  estimate  the  health  care  utilization 
and  impact  on  readiness  of  allowing  transgender  personnel  to  serve  openly  in  the  U.S. 
military.  The  first  is  what  we  label  the  prevalence-based  approach,  in  which  we  estimated 
the  prevalence  of  transgender  individuals  in  the  military  and  applied  information  on 
rates  of  gender  transition  and  reported  preferences  for  different  medical  treatments 
to  measure  utilization  and  the  implied  cost  and  readiness  impact.  This  approach  has 
the  benefit  of  including  those  who  may  seek  other  forms  of  accommodation,  even  if 
they  do  not  seek  medical  care.  It  also  provides  detailed  information  on  the  types  of 
medical  treatments  likely  to  be  sought,  which  can  improve  the  accuracy  of  cost  and 
readiness  estimates.  However,  this  approach  suffers  from  a  lack  of  rigorous  evidence  in 
terms  of  the  rates  at  which  transgender  individuals  seek  treatment  and  instead  relies  on 
the  nonscientific  NTDS.  It  also  relies  on  prevalence  measures  from  only  two  states — 
Massachusetts  and  California — that  may  not  be  directly  applicable  to  military 
populations. 

We  refer  to  our  second  approach  as  the  utilization-based  approach,  which  we  used 
to  estimate  the  rates  of  utilization  of  medical  treatment.  This  approach  has  the  ben¬ 
efit  of  providing  real-world  measures  of  utilization  based  on  health  insurance  claims, 
which  may  be  more  accurate  and  more  rigorously  collected  than  survey  information. 
However,  this  approach  suffers  from  a  lack  of  large-scale  evidence  and  instead  relies 
on  several  case  studies  that  may  not  be  directly  applicable  to  the  U.S.  military.  Despite 
these  caveats,  these  approaches  provide  the  best  available  estimate  of  the  range  in  the 
potential  number  of  transgender  service  members  likely  to  seek  medical  treatment  or 
require  readiness-related  accommodations.' 

In  both  cases,  we  applied  measures  of  population  prevalence  and  utilization  to 
DoD  force  size  demographics  to  provide  estimates  of  prevalence  within  the  U.S.  mili¬ 
tary.  As  indicated  in  the  previous  chapter,  our  calculations  of  population  prevalence 
and  health  care  utilization  used  FY  2014  data  from  DoD’s  2014  demographics  report 
(DoD,  2014;  see  Table  3.1  in  Chapter  Three). 


'  Again,  we  define  accommodations  as  adjustments  in  military  rules  and  policies  to  allow  individuals  to  live  and 
work  in  their  target  gender. 
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Prevalence-Based  Approach  to  Estimating  the  Number  of  Gender 
Transition-Related  Treatments  in  the  U.S.  Military 

To  estimate  the  utilization  of  gender  transition-related  health  care  treatments,  we 
scaled  the  prevalence  of  transgender  service  members  identified  in  Chapter  Three  hy 
the  rates  of  transition  and  reported  take-up  of  medical  treatments.  We  based  our  tran¬ 
sition  rates  on  self-reported  transitions  in  the  NTDS  data.  According  to  the  NTDS, 
55  percent  of  transgender  individuals  reported  living  and  working  as  their  target 
gender;  we  refer  to  this  as  social  transition?  For  others,  medical  treatments,  such  as 
hormone  therapy  and  hair  removal,  are  important  steps  to  align  their  physical  body 
with  their  target  gender.  We  refer  to  this  as  medical  or  surgical  transition.  ^ 

Using  the  prevalence  estimates  from  Table  3.2  in  Chapter  Three,  we  used  infor¬ 
mation  from  the  NTDS  on  the  age  of  transition  for  individuals  under  25,  26-30, 
31-35,  36-40,  and  over  40  and  calibrated  our  estimates  with  the  age  distribution  in 
the  military.  Fifty-five  percent  of  NTDS  respondents  reported  that  they  had  socially 
transitioned  over  their  lifetime,  and  the  data  indicate  that  male-to-female  transition 
ages  differ  from  female-to-male  transition  ages.  Nearly  54  percent  of  female-to-male 
transitions  occurred  before  the  age  of  25,  compared  with  only  23  percent  of  male-to- 
female  transitions. 

We  focus  on  social  transition  because  we  assess  this  as  most  relevant  for  individu¬ 
als  who  may  need  accommodations  as  they  live  and  work  in  a  different  gender.  This 
was  also  used  as  the  basis  in  some  foreign  militaries,  as  discussed  in  Chapter  Seven. 
Table  4.1  presents  the  estimated  number  of  individuals  who  may  seek  to  transition 
each  year  under  each  of  our  prevalence  assumptions.  We  found  that  a  lower  bound  of 
40  AC  and  20  SR  service  members  and  an  upper  bound  of  190  AC  and  110  SR  service 
members  will  seek  to  transition  each  year  and  may  need  some  sort  of  accommodations. 
The  population-weighted,  gender-adjusted  estimate  implies  a  middle  range  of  65  AC 
and  40  SR  service  members  who  will  seek  to  transition  each  year. 

Next,  we  combine  the  estimates  of  the  number  of  transgender  service  members 
with  information  on  the  proportion  undergoing  transition  and  the  age-specific  pro¬ 
portion  undergoing  gender  transition-related  treatment  to  generate  the  number  of 
annual  treatments.  Surgical  preference  rates  vary  by  transition  type  (male-to-female 
versus  female-to-male  transition;  see  Table  4.2).  Surgeries  are  distributed  evenly  across 


^  We  note  that  an  additional  27  percent  of  those  who  had  not  yet  socially  transitioned  wished  to  transition  at 
some  point  in  the  future.  Because  the  timeline  and  desire  for  transition  are  difficult  to  translate  to  concrete  num¬ 
bers,  we  used  the  estimate  of  55  percent  of  transgender  individuals  living  and  working  full-time  as  their  target 
gender  as  our  planning  parameter  for  readiness  accommodations. 

^  In  the  NTDS  sample,  65  percent  of  transgender  individuals  had  medically  transitioned,  and  33  percent  had 
surgically  transitioned.  Note  that  the  rate  of  medical  transitions  is  higher  than  the  rate  of  social  transitions 
because  some  individuals  receive  hormone  treatments  but  do  not  live  full-time  as  their  target  gender. 
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Table  4.1 

Estimated  Number  of  Transgender  Service  Members  Who  May  Seek  to  Transition  per  Year 


Estimate  Source 

Active  Component 
(total  force:  1,326,273) 

Selected  Reserve 
(total  force:  831,992) 

0.1% 

(CA  study)® 

40 

20 

0.16% 

(combined,  population-weighted 

CA  +  MA  studies)^ 

60 

30 

0.19% 

(gender-adjusted  rate)*- 

65 

40 

0.37% 

(twice  gender-adjusted  rate)'^ 

130 

80 

0.5% 

(MA  study)® 

190 

110 

SOURCES:  Estimated  proportions  of  subgroups  based  on  Grant  et  al.,  2011,  p.  25.  Estimates  for  the  AC 
and  SR  are  based  on  RAND  calculations  using  FY  2014  data  from  DoD,  2014. 

^  Based  on  estimates  of  prevalence  from  a  California  study  (Conron,  2012). 

^  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state. 

Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state  and  applied  specifically  to  the  male/female  distribution  in  the  military 
components. 

Based  on  estimates  of  prevalence  from  NTDS,  Gates  (2011),  and  the  American  Community  Survey 
(Gates  and  Herman,  2014)  and  applied  specifically  to  the  male/female  distribution  in  the  military. 

®  Based  on  estimates  of  prevalence  from  a  Massachusetts  study  (Gates,  2011). 

NOTE:  The  table  excludes  Individual  and  Inactive  Ready  Reserve  members  because  comparable 
information  on  their  demographics  was  not  available  for  analysis. 


four  procedures  for  male-to-female  transitions  and  primarily  over  two  procedures  for 
female-to-male  transitions. 

Recall,  not  all  of  the  individuals  seeking  to  transition  would  meet  the  diagnos¬ 
tic  criteria  for  GD,  which  is  a  requirement  for  these  surgeries.  Moreover,  even  among 
individuals  who  transition  in  some  manner,  surgical  treatment  rates  are  typically  only 
around  20  percent,  with  the  exception  of  chest  surgery  among  female-to-male  trans¬ 
gender  individuals  (see  Table  4.2). 

Table  4.3  shows  the  estimated  annual  number  of  hormone  therapy  treatments 
and  surgeries  in  the  AC  and  SR  calculated  using  the  same  prevalence  assumptions 
described  in  Chapter  Three  (see  Table  3.2).  The  surgeries  included  in  the  calculations 
are  vaginoplasty,  chest  surgeries,  orchiectomy,  hysterectomy,  metoidioplasty,  and  phal¬ 
loplasty.  Note  that  these  estimates  constitute  the  number  of  treatments,  not  necessarily 
the  number  of  individuals.  For  hormone  therapy  recipients,  the  number  of  treatments 
and  recipients  is  the  same,  and  these  estimates  can  be  treated  as  counts  of  individuals. 
However,  the  number  of  individuals  is  likely  smaller  for  surgical  counts  because  the 
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Table  4.2 

Lifetime  Surgery  Preferences  Among  NTDS  Survey  Respondents 


Procedure 

Have  Had  (%) 

Want  Someday  (%) 

Do  Not  Want  (%) 

Male-to-female 

Augmentation  mammoplasty 

21 

53 

26 

Orchiectomy 

25 

61 

14 

Vaginoplasty 

23 

64 

14 

Facial  surgery 

17 

Not  reported 

Not  reported 

Female-to-male 

Chest  surgery 

43 

50 

7 

Flysterectomy 

21 

58 

21 

Metoidioplasty 

4 

53 

44 

Phalloplasty 

2 

27 

72 

SOURCE:  NTDS  data  (Grant  et  al.,  2011). 

NOTE:  These  estimates  are  from  cross-sectional  data;  individuals  likely  received  each  treatment  only 
once  and  varied  in  the  age  at  treatment  initiation. 


same  individual  may  receive  more  than  one  type  of  surgical  treatment.^  Using  the 
lower-hound  estimate  from  the  California  study  and  the  upper-hound  estimate  from 
the  Massachusetts  study  (see  Table  4.3),  we  estimated  that  there  will  he  between  45  and 
220  hormone  treatments  and  between  40  and  200  transition-related  surgeries  annually 
in  the  AC  and  SR.  The  combined  population-weighted  and  gender- adjusted  estimate 
indicates  a  midrange  of  80  hormone  treatments  and  70  transition-related  surgical  treat¬ 
ments  annually.  Although  surgical  procedures  are  most  likely  to  be  one-time  events, 
hormone  therapy  treatment  rates  are  likely  to  be  used  indefinitely,  and  the  cost  and 
manpower  effects  will  apply  until  individuals  leave  the  MHS.  We  did  not  have  infor¬ 
mation  on  the  length  of  service  conditional  on  age  and  therefore  could  not  calculate 
the  total  number  of  service  members  who  would  be  receiving  hormone  therapy  at  any 
given  point  in  time.  We  recommend  that  this  line  of  analysis  be  explored  in  the  future. 


Utilization-Based  Approach  to  Estimating  the  Number  of  Gender 
Transition-Related  Treatments  in  the  U.S.  Military 

While  the  prevalence-based  approach  provides  a  tractable  means  to  estimate  potential 
utilization  of  gender  transition-related  care,  there  are  a  number  of  concerns  regard- 
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For  example,  a  female-to-male  transition  might  include  both  chest  surgery  and  phalloplasty. 
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Table  4.3 

Estimated  Annual  Number  of  Surgeries  and  Hormone  Therapy  Users 


Active  Component 

Selected  Reserve 

Assumption  Regarding 

Underlying  Prevalence 

Annual  Major 
Surgeries 

Annual 

Hormone 

Therapy 

Annual  Major 
Surgeries 

Annual 

Hormone 

Therapy 

0.1% 

(CA  study)® 

25 

30 

15 

15 

0.16% 

(combined,  population-weighted 
CA+  MA  studies)'® 

40 

45 

20 

25 

0.19% 

(gender-adjusted)*- 

45 

50 

25 

30 

0.37% 

(twice  gender-adjusted  rate)*^ 

90 

100 

50 

55 

0.5% 

(MA  study)® 

130 

140 

70 

80 

SOURCE:  RAND  analysis. 

®  Based  on  estimates  of  prevalence  from  a  California  study  (Conron,  2012). 

^  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state. 

'■  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state  and  applied  specifically  to  the  male/female  distribution  in  the  military 
components. 

Based  on  estimates  of  prevalence  from  NTDS,  Gates  (2011),  and  the  American  Community  Survey 
(Gates  and  Herman,  2014)  and  applied  specifically  to  the  male/female  distribution  in  the  military. 

®  Based  on  estimates  of  prevalence  from  a  Massachusetts  study  (Gates,  2011). 

NOTE:  Hormone  therapy  is  person-level;  surgery  statistics  are  counts  of  surgeries,  and  one  person  may 
have  multiple  surgeries. 


ing  the  information  on  which  these  estimates  rely.  As  stated  previously,  these  concerns 
include  both  a  reliance  on  prevalence  estimates  from  just  two  states  and  a  reliance  on 
data  from  the  NTDS,  which  were  not  collected  from  a  random  sample.  Our  utilization 
estimates  were  taken  primarily  from  three  sources: 

•  private  health  insurance  utilization  data  on  annual  rates  of  enrollee  transgender- 
related  health  care  utilization  in  health  insurance  plans  that  cover  transition- 
related  health  care,  as  reported  hy  Herman  (2013h) 

•  private  health  clinic  data  showing  estimates  of  the  rates  of  penectomies  and  bilat¬ 
eral  mastectomies  in  the  U.S.  population  in  2001,  as  reported  by  Horton  (2008)5 


5  A  penectomy  is  the  surgical  removal  of  the  penis.  A  bilateral  mastectomy  is  the  surgical  removal  of  both 
breasts. 


24  Assessing  the  Implications  of  Allowing  Transgender  Personnel  to  Serve  Openly 


•  Veterans  Health  Administration  (VHA)  claims  data,  which  were  used  to  calcu¬ 
late  prevalence  and  incidence  rates  of  gender  identity  disorder  (now  referred  to  as 
GD  in  DSM-5)  from  2006  to  2013,  as  reported  hy  Kauth  et  al.  (2014). 

Each  of  these  data  sources  provides  information  on  a  different  outcome,  which 
makes  understanding  the  results  more  complicated.  However,  collectively,  the  informa¬ 
tion  taken  from  these  three  studies  provides  a  hroad,  useful  picture  regarding  potential 
gender  transition-related  health  care  utilization  in  the  AC  population.  In  the  following 
sections,  we  review  each  of  these  studies  in  detail,  identify  key  estimates  from  each, 
and  apply  the  estimates  to  the  AC  population  identified  in  Table  3.2  in  Chapter  Three. 

Private  Health  Insurance  Utilization  Estimates 

Herman  (2013b)  reports  on  the  experiences  of  34  employers  that  provided  gender 
transition-related  health  care  benefits  to  their  employees  and  dependents  via  their 
health  insurance  plans.  This  study  specifically  reports  on  the  annual  number  of  enroll- 
ees  who  accessed  “transition-related  care.”  This  information  is  derived  from  health 
insurance  claims  data  and  thus  is  dependent  on  the  treatments  that  were  covered  by 
the  health  insurance  companies.'^  The  firms  surveyed  typically  covered  major  gender 
transition-related  surgeries  and  hormone  therapy,  but  they  varied  in  their  coverage  of 
other  transition-related  treatments,  such  as  vocal  cord  surgery.^ 

Firms  reviewed  by  Herman  (2013b)  also  typically  did  not  report  information 
on  the  number  of  dependents  covered  but  included  dependents  in  their  utilization 
estimates.  Data  from  several  sources  (e.g.,  Sonier  et  ah,  2013;  Gould,  2012)  imply  an 
approximate  average  one-to-one  ratio  of  employees  to  dependents  in  privately  insured 
firms  in  the  United  States.  Thus,  not  accounting  for  the  role  of  dependents  in  these 
utilization  estimates  would  overstate  utilization  by  approximately  100  percent.®  For 


®  If  firms  do  not  cover  particular  treatments,  it  is  not  possible  to  file  a  claim  for  reimbursement.  If  individuals 
in  these  firms  utilized  services  that  were  not  covered,  thus  paying  for  treatments  out  of  pocket  or  through  some 
other  form  of  health  insurance,  these  utilization  estimates  will  be  biased  downward. 

^  One  hundred  percent  of  firms  covered  major  gender  transition-related  surgeries,  including  hysterectomy, 
oophorectomy,  metoidioplasty,  phalloplasty,  urethroplasty,  vaginectomy,  orchiectomy,  vaginoplasty,  labiaplasty, 
and  clitoroplasty.  Ninety-two  percent  of  firms  covered  bilateral  mastectomy  for  female-to-male  patients,  but  only 
59  percent  covered  female-to-male  chest  reconstruction,  and  only  59  percent  covered  male-to-female  augmenta¬ 
tion  mammoplasty  (breast  augmentation).  All  firms  covered  hormone  therapies,  specifically  estrogen,  progester¬ 
one,  spironolactone,  and  testosterone. 

®  We  used  two  different  data  sources  to  determine  the  typical  number  of  dependents  covered  by  the  main 
policyholder  in  private  health  insurance  firms  in  the  United  States.  First,  we  used  information  from  the  Robert 
Wood  Johnson  Foundation  on  the  number  of  people  who  are  covered  by  employer-sponsored  health  insurance 
and  are  the  main  policyholders  and  on  the  number  of  people  who  are  covered  by  employer-sponsored  health 
insurance  and  are  dependents.  Using  these  figures,  we  estimated  a  l-to-0.99  policyholder-to-dependent  ratio  in 
employer-sponsored  private  health  insurance.  The  Economic  Policy  Institute  also  reports  information  on  this 
question  using  data  from  the  U.S.  census  Current  Population  Survey.  Using  this  information,  we  calculated  a 
policyholder-to-dependent  ratio  of  1  to  0.94. 
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firms  that  did  not  provide  information  on  dependents,  we  imputed  a  one-to-one  ratio 
of  employees  to  dependents  to  identify  the  total  number  of  enrolled  individuals  in  a 
given  health  plan. 

Table  4.4  presents  the  information  from  Herman  (2013b)  on  the  utilization  of 
gender  transition-related  care  in  private  health  insurance  firms.  The  first  column  shows 
available  information  on  the  identity  of  the  firm.  The  second  describes  the  number  of 
firms  in  each  category  for  which  we  had  utilization  estimates.  The  third  contains  our 
estimates  regarding  the  total  number  of  enrollees  and  dependents  from  all  firms  in  that 
category.  For  confidentiality  reasons,  some  surveyed  data  sources  report  only  ranges  for 
the  number  of  employees  in  a  firm.  Therefore,  we  used  the  midpoint  of  the  range  to 
impute  the  number  of  employees  in  a  particular  firm,  then  assigned  the  total  number 
of  dependents  based  on  this  employee  value.  For  example,  we  had  utilization  data 
from  two  firms  in  the  “private  1,000-9,999  employees”  category.  Since  we  assume  the 
midpoint  value  for  firm  size,  this  implies  that  there  are  5,000  employees  in  each  firm, 
or  10,000  total  employees  across  the  two  firms.  Assuming  a  one-to-one  employee-to- 
dependent  ratio  implies  an  additional  10,000  covered  individuals,  resulting  in  a  com¬ 
bined  total  of  20,000  enrollees. 

The  estimates  presented  in  Table  4.4  indicate  that  utilization  rates  range  from  an 
annual  low  of  zero  individuals  per  1,000  enrollees  to  an  annual  high  of  0.064  indi¬ 
viduals  per  1,000  enrollees.  To  obtain  a  combined  estimate  of  the  different  values,  we 
constructed  a  weighted  average  using  the  existing  utilization  estimates,  weighting  by 
the  number  of  covered  individuals  that  generated  each  of  the  estimates  in  Table  4.4. 
A  weighted  average  of  all  the  estimates  results  in  an  overall  utilization  estimate  of 
0.0396  individuals  per  1,000  enrollees. 


Table  4.4 

Enrollee  Utilization  of  Gender  Transition-Related  Benefits  in  Private  Health  Insurance  Firms 


Private  and  Public  Firms 

Number  of 
Firms 

Total  Contribution 
(enrollees  + 
dependents) 

Individual  Claimants 
per  1,000  Enrollees 

Private,  fewer  than  1,000  employees 

1 

1,000 

0.0000 

Private,  1,000-9,999  employees 

2 

20,000 

0.0540 

Private,  10,000-49,000  employees 

5 

250,000 

0.0220 

City  and  County  of  San  Francisco 

NA 

80,000 

0.0640 

University  of  California 

NA 

100,000 

0.0620 

Weighted  average  per  1,000  enrollees 

0.0396 

SOURCE:  Data  from  Herman,  2013b. 
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We  conducted  two  sets  of  calculations  using  these  estimates.  Fitst,  we  used  the 
lowest  non-zeto  utilization  hgute  (0.022  claimants  pet  1,000  entollees);^  then,  we  used 
the  weighted  avetage  calculation  of  0.0396  pet  1,000  entollees.  Applying  the  0.022 
claimants  pet  1,000  hgute  to  the  AC  population  of  1,326,273  implies  that  29  AC 
setvice  memhets  would  teceive  gendet  ttansition-telated  cate  annually.  Applying  the 
weighted  avetage  estimate  of  0.0396  pet  1,000  entollees  to  the  AC  population  implies 
that  53  setvice  memhets  would  teceive  gendet  ttansition-telated  cate  annually. 

Sensitivity  Anaiyses 

We  also  conducted  two  additional  sensitivity  analyses  to  detetmine  the  full  potential 
scope  of  gendet  ttansition-telated  health  cate  utilization  in  the  AC.  A  key  considet- 
ation  when  applying  estimates  from  civilian  populations  to  the  military  is  that  the 
underlying  male/female  distribution  in  the  AC  is  different,  with  85  percent  of  the  AC 
population  being  male  (versus  approximately  50  percent  in  the  civilian  population). 
Studies  suggest  that  the  prevalence  of  transgender  individuals  is  higher  in  the  male 
population  than  in  the  female  population  (APA,  2013;  Horton,  2008;  Gates,  2011; 
Grant  et  ah,  2011),  so  applying  civilian  estimates  directly  to  the  AC  would  underesti¬ 
mate  the  true  utilization  rates. 

Accurately  accounting  for  this  issue  required  sex-specific  utilization  estimates 
that  we  could  then  multiply  with  the  male/female  AC  distribution  (85  percent  male, 
15  percent  female).  Unfortunately,  we  could  not  identify  any  sex-specihc  utilization 
estimates  in  the  available  private  health  insurance  data;  the  aggregate  cost  and  utili¬ 
zation  estimates  that  we  were  able  to  identify  already  included  underlying  prevalence 
differences  between  the  sexes.  We  posited  that  utilization  would  be  twice  as  large  for 
male-to-female  transitions  than  for  female-to-male  transitions  based  on  an  assumption 
of  linearity  between  transgender  prevalence,  for  which  we  have  sex-specihc  estimates, 
and  total  utilization  (Horton,  2008). 

Combining  this  assumption  about  differing  utilization  rates  with  the  fact  that 
the  male/female  labor  force  participation  in  the  civilian  population  is  close  to  50  per¬ 
cent  male  and  50  percent  female,  we  were  able  to  solve  for  the  sex-specihc  utiliza¬ 
tion  estimates  implied  by  the  aggregate  lower-bound  (0.022)  and  weighted  average 
(0.0396)  values.  Solving  for  the  sex-specihc  utilization  estimates  in  this  manner,  for  the 
0.022  aggregate  estimate,  we  estimated  a  utilization  rate  of  0.0293  per  1,000  natal 
male  entollees  and  a  utilization  rate  of  0.0146  per  1,000  natal  female  enrollees.'°  Simi¬ 
larly,  for  the  0.0396  weighted  average  hgure,  solving  for  the  natal  sex-specihc  utiliza- 


^  The  unadjusted  version  of  this  figure  (0.0044  percent)  was  also  used  in  Belkin  (2015)  to  estimate  health  care 
utilization  in  the  military. 

The  equation  we  solved  to  calculate  the  natal  male-specific  and  natal  female-specific  utilization  rates  is  as 
follows:  0.5(x)  +  0.5(2x)  =  0.022.  In  this  equation,  the  variable  x  is  the  natal  female-specific  utilization  rate,  and 
solving  for  x  results  in  a  value  of  0.0146.  Since  the  natal  male-specific  utilization  rate  is  assumed  to  be  twice  the 
natal  female  rate,  it  equals  0.0293. 
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tion  estimates,  we  identified  a  utilization  rate  of  0.0528  per  1,000  natal  male  enrollees 
and  a  utilization  rate  of  0.0264  per  1,000  natal  female  enrollees. 

Applying  these  solved  sex-specific  estimates  to  the  AC  male/female  distribution 
(1,125,581,  or  85  percent  male,  versus  200,692,  or  15  percent  female)  increased  our  ini¬ 
tial  lower-hound  estimate  of  claimants  from  29  to  36  and  increased  our  estimate  from 
applying  the  weighted  average  from  53  to  65. 

Finally,  the  sociology  and  psychology  literature  speculates  that  there  is  a  higher 
transgender  prevalence  in  the  military  compared  with  the  civilian  population 
(G.  Brown,  1988).  Gates  and  Herman  (2014)  also  calculated  that  transgender  preva¬ 
lence  in  the  military  is  approximately  twice  the  civilian  prevalence  (Gates,  2011;  Gates 
and  Herman,  2014).''  Although  we  believe  that  the  current  body  of  empirical  evidence 
validating  this  theory  is  weak,  we  take  it  seriously  and  consider  the  possible  implica¬ 
tions  for  transition-related  health  care  utilization  in  the  military.  Assuming  that  trans¬ 
gender  prevalence  in  the  military  is  twice  the  transgender  prevalence  in  the  civilian 
population,  and,  again,  assuming  a  direct  relationship  between  prevalence  and  utiliza¬ 
tion,  this  would  inflate  our  male/female  distribution- adjusted  estimates  of  individuals 
receiving  transition-related  care  annually  from  36  to  72,  and  from  65  to  129  in  the 
AG.  Table  4.5,  which  summarizes  the  results  from  applying  the  private  health  insur¬ 
ance  estimates  to  the  AG  population,  allows  for  a  comparison  of  the  different  estimates. 

Private  Health  Clinic  Estimates 

A  second  source  of  information  regarding  gender  transition-related  health  care  utili¬ 
zation  comes  from  a  survey  of  surgical  clinics  conducted  by  Horton  (2008).  In  2001, 
Horton  surveyed  all  major  clinics  in  the  United  States  known  to  provide  transition- 
related  care  to  determine  the  number  of  penectomies  and  bilateral  mastectomies  per¬ 
formed  on  transgender  patients.  Table  4.6  reports  surgery  incidence  estimates  broken 
out  by  male-to-female  transitions  and  female-to-male  transitions.  The  third  column 
shows  estimates  using  clinic-reported  data  only.  Horton  also  developed  lower-  and 
upper-bound  estimates  via  assumptions  regarding  treatment  counts  for  clinics  with 
missing  data,  and  these  numbers  are  reported  in  the  second  and  fourth  columns  of 
Table  4.6.'^  These  data  were  collected  in  2001  and  coverage  of  gender  transition-related 
benefits  have  increased  over  time,  so  it  is  also  reasonable  to  assume  that  surgical  tran- 


"  As  stated  previously,  Gates  and  Herman  (2014)  used  estimates  from  the  NTDS  and  Gates  (2011)  for  a  trans¬ 
gender  prevalence  of  0.3  percent.  That  study  also  used  data  on  history  of  military  service  in  the  U.S.  popula¬ 
tion  from  the  American  Community  Survey  to  estimate  transgender  prevalence  in  the  military.  Data  from  the 
National  College  of  Health  Administration  show  that  military  experience  was  significantly  higher  among  trans¬ 
gender  individuals  than  among  those  who  did  not  identify  as  transgender  (9.4  percent  versus  2.1  percent;  Blos- 
nich,  Gordon  and  Fine,  2015).  However,  data  were  collected  from  only  51  institutions,  and  the  response  rate  for 
the  survey  was  only  20  percent,  which  again  raises  questions  regarding  the  validity  of  the  estimates. 

Horton  generated  upper-  and  lower-bound  estimates  by  assigning  the  largest  and  smallest  surgical  counts  in 
the  data  to  the  clinics  with  missing  values. 
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Table  4.5 

Utilization  Estimates  from  Applying  Private  Health  Insurance  Parameters 


Estimates  Using  Private  Employer  Data 


Estimate  from  Sensitivity  Sensitivits 

Annual  Individual  Claimants  the  Literature  Baseline  Analysis  Analysis  'X 


Active  component,  lower-bound 

0.022  claimants 

29 

36 

72 

estimate 

per  1,000 
individuals 

Active  component,  weighted 

0.0396  claimants 

53 

65 

129 

average  estimate 

per  1,000 
individuals 

NOTES:  Each  cell  in  the  "Estimates  Using  Private  Employer  Data"  columns  represents  a  unique 
prediction  for  utilization  in  the  AC  population.  In  the  second  column  of  the  table,  we  describe  the 
estimate  from  the  literature  that  is  applied  to  the  AC  population.  See  the  text  for  details  on  each  of  the 
calculations. 

^  Sensitivity  Analysis  1:  We  calculated  a  set  of  estimates  that  accounted  for  differences  in  the  male/ 
female  distribution  between  the  civilian  and  AC  populations. 

^  Sensitivity  Analysis  2:  We  calculated  a  set  of  estimates  that  accounted  for  differences  in  the  male/ 
female  distribution  between  the  civilian  and  AC  populations  and  the  possibility  that  transgender 
prevalence  is  twice  as  high  in  the  military  population  as  in  the  civilian  population. 


Table  4.6 

Incidence  of  Penectomies  and  Bilateral  Mastectomies  Performed  on  Transgender 
Individuals 


Incidence  Estimates  (%) 

Transition  Type 

Low 

Clinic-Reported  Data 

High 

Male-to-female 

0.00048 

0.00053 

0.00103 

Female-to-male 

0.00020 

0.00030 

0.00084 

SOURCE:  2001  data  from  Horton,  2008. 

NOTE:  The  table  includes  data  on  penectomies  and  bilateral  mastectomies  only. 


sitions  have  also  increased  over  time.  Thus,  these  utilization  rates  of  penectomies  and 
bilateral  mastectomies  should  he  considered  lower-hound  estimates. 

Applying  these  estimates  to  the  AC  male/female  distribution  results  in  low, 
medium,  and  high  annual  estimates  of  5.8,  6.6,  and  13.2  AC  service  members  receiv¬ 
ing  these  two  surgeries,  respectively.  We  reiterate  here  that  these  estimates  are  not 
directly  comparable  to  the  private  health  insurance  estimates  presented  in  the  previous 
section  because  these  estimates  apply  to  only  two  specific  procedures,  while  the  private 
health  insurance  estimates  include  any  gender  transition-related  procedures  that  pri¬ 
vate  health  insurance  firms  cover.  One  would  expect  estimates  for  two  specific  surger¬ 
ies  from  2001  to  be  lower  than  estimates  generated  from  the  private  health  insurance 
system  in  the  later  2000s.  Indeed,  they  are,  but  it  is  more  difficult  to  make  other  direct 
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comparisons  between  these  two  estimates,  given  the  private  health  insurance  utiliza¬ 
tion  data  presented  in  Herman  (2013b). 

Veterans  Health  Administration  Estimates 

In  this  analysis,  we  used  VHA  data  to  calculate  the  expected  annual  incidence  of 
gender  identity  disorder  (the  condition  now  known  as  GD  in  the  DSM-5)  in  the  AC 
population.  As  described  previously,  those  with  a  gender  identity  disorder  diagnosis 
are  a  subset  of  transgender  individuals.  Kauth  et  al.  (2014)  used  VHA  health  claims 
data  to  identify  incidence  rates  of  new  diagnoses.  They  also  calculated  prevalence  rates 
of  gender  identity  disorder  in  each  year  using  previous  yearly  incidence  rates.  Because 
2006  was  the  first  year  in  their  data  set,  the  prevalence  rate  in  the  first  year  of  their 
data  is  equivalent  to  the  incidence  rate.  In  the  years  after  2006,  the  prevalence  rate  is 
essentially  a  running  total  of  the  incidence  rates  in  the  previous  years  added  to  the  most 
recent  incidence  rates. 

The  data  in  Table  4.7  imply  that  the  incidence  of  gender  identity  disorder 
increased  from  3.5  of  100,000  enrollees  in  FY  2006  to  6.7  of  100,000  enrollees  in 
FY  2013  among  veterans  who  use  VHA  health  care  (Kauth  et  al.,  2014).  Before  apply¬ 
ing  these  estimates  to  the  AC  population,  we  note  two  important  points  with  respect 
to  the  analyses  in  Kauth  et  al.  (2014).  First,  because  the  prevalence  rate  is  simply  a  run¬ 
ning  total  of  new  cases  diagnosed  since  the  first  year  of  the  study’s  data  (2006),  adding 
years  of  data  prior  to  2006  would  mechanically  increase  the  prevalence  estimates. 
Thus,  Kauth  et  al.’s  prevalence  calculations  are  a  lower-bound  for  the  total  gender 


Table  4.7 

Prevalence  and  Incidence  of  Gender  Identity  Disorder 
Diagnoses  in  VHA  Claims  Data 


Fiscal  Year 

New  Diagnosis  Rate  (%) 

Prevalence  (%) 

2006 

0.0035 

0.0035 

2007 

0.0034 

0.0068 

2008 

0.0034 

0.0098 

2009 

0.0038 

0.0131 

2010 

0.0046 

0.0172 

2011 

0.0051 

0.0217 

2012 

0.0060 

0.0270 

2013 

0.0067 

0.0329 

SOURCE:  Kauth  et  al.,  2014. 

NOTE:  The  authors  calculated  new  cases  diagnosed  and  total 
existing  cases  in  a  given  year  based  on  the  entirety  of  the  data 
since  2006. 
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identity  disorder  prevalence  rate  in  this  population.  Second,  estimates  based  on  claims 
data  will  likely  be  lower-bound  estimates  of  incidence  and  prevalence,  since  individu¬ 
als  are  identified  only  if  they  interact  with  the  health  care  system  for  reasons  related  to 
gender  identity  disorder.  These  two  caveats  should  be  kept  in  mind  when  interpreting 
the  extrapolations  here. 

Applying  estimates  from  the  2013  data  in  Table  4.7  to  the  AC  population,  one 
would  expect  approximately  90  new  cases  of  gender  identity  disorder  each  year  and 
that  approximately  440  AC  service  members  would  be  diagnosed  with  this  condition. 
Although  the  male/female  distribution  in  the  VHA  system  mirrors  that  of  the  AC, 
veterans  who  use  VHA  health  care  services  may  have  lower  socioeconomic  and  health 
status  than  veterans  who  do  not  use  VHA  health  care,  other  military  retirees,  and  AC 
service  members.  The  VHA  population  also  differs  by  age  and,  potentially,  by  other 
unmeasured  characteristics  related  to  underlying  health  status.  For  these  varied  rea¬ 
sons,  these  estimates  may  not  be  generalizable  to  the  military  population  overall. 


Summarizing  the  Estimates 

Table  4.8  summarizes  the  key  results  after  applying  the  estimates  from  the  various  data 
sets  to  the  AC  and  SR  populations.  The  largest  estimate — 270  treatments  (surgeries 
and  hormone  therapies) — was  calculated  by  combining  the  upper-bound  population- 
level  transgender  prevalence  estimate  from  Massachusetts  with  information  from  the 
NTDS  data  on  the  age  of  those  receiving  common  transition-related  treatments.  When 
applied  to  the  AC  population,  estimates  from  VHA  and  the  private  health  insurance 
literature  imply  that  only  30-90  AC  service  members  will  receive  some  type  of  gender 
transition-related  treatment  annually. 

To  understand  the  full  implications  of  our  estimates  regarding  the  expected 
annual  number  of  AC  service  members  likely  to  obtain  gender  transition-related  care, 
in  Figure  4.1  we  compare  the  above  utilization  estimates  with  the  number  of  AC  ser¬ 
vice  members  who  self-reported  visiting  a  mental  health  care  provider  in  a  given  year 
(21  percent)  and  the  number  of  AC  service  members  who  visited  a  mental  health  care 
specialist  in  a  given  year  (7  percent;  Hoge  et  ah,  2006;  McKibben  et  ah,  2013).  We  chose 
this  outcome  because  mental  health  care  among  military  populations  is  an  important, 
well-studied  topic,  and  data  were  readily  accessible  for  us  to  conduct  the  comparison. 
The  mental  health  care  utilization  estimates  represent  unique  service  members  access¬ 
ing  health  care;  thus,  they  compare  most  directly  to  the  estimates  using  the  private 
health  insurance  data  and  the  NTDS  hormone  therapy  estimates.  For  clarity’s  sake, 
we  do  not  present  all  of  the  private  health  insurance  and  NTDS  hormone  therapy  esti¬ 
mates  in  Figure  4.1.  We  do  include  the  smallest,  middle,  and  largest  estimates  using 
the  private  health  insurance  data  and  the  largest  hormone  therapy  estimate  drawn 
from  the  NTDS  data. 
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Table  4.8 

Annual  Gender  Transition-Related  Treatment  Estimates  from  All  Data  Sources 


Active  Component 


Selected  Reserve 


Hormone  Surgical  All  Hormone  Surgical  All 

Estimate  Type  Treatment  Treatments  Treatments  Treatment  Treatments  Treatments 


Prevalence-based  estimates  (using  NTDS  data) 


Annual  treatments 
based  on  CA  study 
estimate  (0.1%) 

30 

25 

55 

15 

15 

30 

Annual  treatments 
based  on  combined, 
population-weighted, 
gender-adjusted  rate 
(0.19%) 

50 

45 

95 

25 

30 

55 

Annual  treatments 
based  on  MA  study 
estimate  (0.5%) 

140 

130 

270 

70 

80 

150 

Utilization-based  estimates 

Private  health 
insurance  annual 
individual  claimants 
(0.022  per  1,000) 

NA 

NA 

29 

NA 

NA 

20 

Private  health 
insurance  annual 
individual  claimants 
(0.0396  per  1,000) 

NA 

NA 

53 

NA 

NA 

30 

VHA-based  annual 
new  diagnoses 
(0.0067%) 

90 

NA 

NA 

60 

NA 

NA 

Clinical  utilization 
of  penectomies 
and  bilateral  chest 
surgeries  (0.0005%) 

NA 

10 

NA 

NA 

5 

NA 

SOURCE:  RAND  analysis. 


As  Figure  4.1  shows,  our  estimates  of  the  number  of  AC  personnel  who  will  use 
the  gender  transition-related  health  care  benefits  are  overwhelmingly  small  compared 
with  the  number  of  AC  personnel  who  access  mental  health  treatment.  Overall,  based 
on  our  calculations,  we  expect  annual  gender  transition-related  health  care  to  be  an 
extremely  small  part  of  overall  health  care  provided  to  the  AC  population. 
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Figure  4.1 

Comparison  of  Annual  Estimated  Gender  Transition-Related  Health  Care  Utilization  and 
Mental  Health  Care  Utilization,  Active  Component 


related 
utilization 
(lower  bound) 


related  related 

utilization  utilization 

(weighted  (upper  bound) 
average 
estimate) 


related 
utilization, 
hormone 
therapy 
(upper  bound) 


utilization 

(specialist 

only) 


utilization 

(overall) 


SOURCE:  RAND  analysis.  Utilization  rates  in  the  figure  are  derived  from  both  the  prevalence-based 
and  utilization-based  approaches  presented  in  Table  4.8. 

NOTES:  The  non-hormone  therapy  transgender  utilization  estimates  are  from  the  application  of 
estimates  from  the  private  health  insurance  data.  The  hormone  therapy  upper-bound  transgender 
utilization  estimate  is  from  calculations  using  the  NTDS  data. 
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CHAPTER  FIVE 


What  Are  the  Costs  Associated  with  Extending  Health  Care 
Coverage  for  Gender  Transition-Related  Treatments? 


In  this  chapter,  we  provide  estimates  for  the  costs  associated  with  extending  health 
care  coverage  for  gender  transition-related  treatments.  We  focused  on  transgender  ser¬ 
vice  members  in  the  AC  because  they  have  uniform  MHS  access.  We  did  not  include 
reserve-component  service  members  in  our  analyses,  but  their  MHS  utilization  and  the 
associated  cost  will  be  negligible,  given  their  highly  limited  military  health  care  eligi¬ 
bility.  Likewise,  we  did  not  include  retirees  or  dependents  in  the  cost  analyses  because 
we  did  not  have  information  on  age  and  sex  distribution  within  these  beneficiary  cat¬ 
egories.  Some  of  these  beneficiary  categories  also  have  limited  eligibility  for  health 
care  provided  through  MTFs  and  may  receive  their  health  care  through  TRICARE 
coverage  in  the  purchased  care  setting  or  through  other  health  insurance  plans.  Given 
these  unknowns,  it  was  only  feasible  to  estimate  the  costs  of  gender  transition-related 
care  for  AC  service  members;  however,  we  recommend  expanding  these  analyses  in 
the  future  to  include  reserve-component  members,  as  well  as  all  individuals  eligible  for 
treatment  under  TRICARE.  Eor  the  following  analyses,  we  used  demographic  char¬ 
acteristics  of  the  2014  AC  population  to  estimate  the  cost  of  providing  such  services. 


Private  Health  Insurance  Cost  Estimates 

To  determine  the  potential  costs  of  covering  gender  transition-related  health  care  for 
transgender  service  members,  we  collected  information  on  private  health  insurers’ 
experiences  with  covering  this  care  from  two  sources  (Herman,  2013b;  State  of  Cali¬ 
fornia,  2012).  These  actuarial  estimates  represent  the  expected  increase  in  health  care 
costs  from  covering  a  new  set  of  treatments  or  a  new  group  of  beneficiaries.  If  employ¬ 
ers  decide  to  provide  coverage  for  a  particular  treatment,  these  actuarial  estimates  are 
translated  into  premium  increases  for  covered  employees.  These  estimates  should  be 
thought  of  as  the  expected  costs  of  extending  coverage  for  gender  transition-related 
care  to  transgender  AC  service  members.  Moreover,  we  note  that  the  military  may 
already  be  incurring  the  cost  of  some  transgender  treatments,  as  some  patients  and 
their  providers  use  “omissions  and  ambiguities”  to  acquire  needed  care  (Roller,  Sedlak, 
and  Draucker,  2015,  p.  420).  Eor  example,  a  currently  serving  female-to-male  patient 
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who  had  undergone  a  hysterectomy  reported  taking  only  the  testosterone  and  not  the 
estrogen  prescribed  as  part  of  hormone  therapy  with  his  endocrinologist’s  knowledge 
and  tacit  support,  while  another  was  trying  to  get  hreast  reduction  surgery  due  to  hack 
pain  rather  than  GD  (Parco,  Levy,  and  Spears,  2015,  pp.  235-236). 

Table  5.1  presents  available  data  from  public  employers  and  private  firms  on  the 
actuarial  costs  of  covering  gender  transition-related  care.  It  identifies  the  particular 
institution,  the  number  of  employees  and  dependents  covered,  and  the  identified  pre¬ 
mium  increases  due  to  expanding  benefits. 

Data  from  Table  5.1  show,  generally,  that  the  actuarial  estimates  of  providing  ben¬ 
efits  for  gender  transition-related  care  increased  total  premiums  (employee  +  employer 
share)  by  only  a  small  fraction  of  a  percent — and,  in  the  most  extreme  cases,  by  only 
approximately  1  percent.  Taking  a  weighted  average  of  most  of  the  information,'  we 
estimated  that  extending  insurance  coverage  to  transgender  individuals  would  increase 
health  care  spending  by  0.038  percent.  Applying  this  figure  to  total  AC  health  care 
spending  of  $6.27  billion,^  we  find  that  covering  gender  transition-related  care  will 
increase  AC  health  care  spending  by  approximately  $2.4  million  (see  Table  5.2). 

The  data  in  Table  5.1  suggest  that  the  University  of  California,  with  100,000 
enrollees  in  its  health  plan,  is  one  of  the  key  drivers  of  the  0.038-percent  weighted 


Table  5.1 

Actuarial  Estimated  Costs  of  Gender  Transition-Related  Health  Care  Coverage  from 
the  Literature 


Public  Employer  Data 

Actuarialiy  Calculated  Premium  Increase 

Total  Contribution 
(employees  +  dependents) 

City  of  Seattle 

0.19%  increase  in  health  care  budget 

23,090 

City  of  Portland 

0.08%  increase  in  health  care  budget 

18,000 

City  of  San  Francisco 

0%  increase  in  health  care  budget 

100,000 

University  of  California 

0%  increase  in  health  care  budget 

100,000 

Private  Empioyer  Data 

Estimate 

Total  Contribution 
(employees  +  dependents) 

22  firms 

Many  employers  reported  no  actuarial  costs  to 
adding  benefit;  estimates  range  from  0  to  0.2% 

Mix  of  firm  sizes 

2  firms 

Approximately  1%  increase  in  premiums 

5,800 

1  firm 

Much  less  than  1%  increase  in  premium 

77,000 

SOURCE:  Estimates  are  from  Herman,  2013b,  and  State  of  California,  2012. 


'  We  did  not  use  information  about  the  firm  with  77,000  enrollees  because  it  is  not  clear  what  “much  less  than 
1  percent”  implies  with  respect  to  the  premium  increase. 

^  Pharmaceutical  and  direct  and  purchased  care  inpatient  and  outpatient  data  calculated  from  TRICARE  costs 
in  Defense  Health  Agency,  2015. 
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average  result.  In  addition  to  the  actuarial  increases,  the  University  of  California  also 
reported  a  realized  increase  in  health  care  spending  of  0.05  percent,  so  we  recalculated 
the  weighted  average  figure  by  replacing  the  0-percent  estimate  with  the  0.05  percent 
estimate.  This  new  calculation  raised  the  overall  cost  estimate  from  0.038  percent  to 
0.054  percent,  or  from  $2.4  million  to  $3.4  million  when  applied  to  the  AC.  To  sum¬ 
marize,  our  baseline  estimates  regarding  expected  gender  transition-related  health  care 
costs  in  the  AC  are  between  $2.4  million  and  $3.4  million. 


Sensitivity  Analyses 

To  understand  the  potential  full  range  of  cost  effects  in  the  AC  population,  we  con¬ 
ducted  two  additional  sensitivity  analyses  similar  to  those  described  for  our  utiliza¬ 
tion  ranges  in  Chapter  Four.  We  used  these  sensitivity  analyses  to  account  for  the 
skewed  male/female  distribution  in  the  military  population  and  for  the  possibility  that 
transgender  prevalence  is  higher  in  the  military  population.  As  in  the  utilization  case, 
we  were  not  able  to  identify  any  sex-specific  effects  on  the  premium  increases.  Thus, 
as  in  our  utilization  analysis,  we  assume  that  cost  estimates  are  linearly  related  to 
prevalence,^  and  cost  estimates  for  male-to-female  transitions  are  twice  the  cost  esti¬ 
mates  for  female-to-male  transitions.  Using  this  relationship,  we  again  calculated  natal 
male-  and  natal  female-specific  estimates  from  the  aggregate  estimates. 

Given  the  assumption  about  differing  cost  effects,  we  calculated  a  natal  male- 
specific  cost  estimate  of  0.05  percent  and  a  natal  female-specific  cost  estimate  of 
0.025  percent  for  the  aggregate  premium  estimate  of  0.038  percent.  Applying  these 
sex-specific  estimates  to  the  AC  male/female  distribution  increased  our  initial  premium 
estimate  from  0.038  percent  to  0.047  percent.  A  similar  calculation  can  be  performed 
for  our  realized  cost  estimate  of  0.054  percent.  Assuming  that  gender  transition- 
related  health  care  costs  are  twice  as  large  for  male-to-female  transitions  as  for  female- 
to-male  transitions,  we  calculated  a  natal  male-specific  cost  effect  of  0.072  percent  and 
a  natal  female-specific  cost  effect  of  0.036  percent.  Applying  these  sex-specific  esti¬ 
mates  to  the  AC  male/female  distribution  increased  our  initial  premium  estimate  from 
0.054  percent  to  0.067  percent.  Applying  these  newly  calculated  health  care  costs  to 
the  2014  AC  health  care  expenditures  ($6.27  billion)  increased  our  estimate  of  costs 
from  the  initial  range  of  $2.4— 3.4  million  to  a  range  of  $2.9— 4.2  million. 

Finally,  as  noted  previously.  Gates  (2011)  and  Gates  and  Herman  (2014)  calcu¬ 
lated  that  transgender  prevalence  in  the  military  is  approximately  twice  that  in  civilian 


^  We  also  note  that  built  into  this  linearity  assumption  and  how  it  is  applied  in  the  two  sensitivity  analyses  is 
the  assumption  that  the  cost  of  male-to-female  transitions  is  the  same  as  the  cost  of  female-to-male  transitions. 
Since  there  is  no  sex-specific  information  in  the  private  health  insurance  cost  data,  the  validity  of  the  cost  per  case 
being  equivalent  is  unknown.  Padula,  Heru,  and  Campbell  (2015)  estimated  that  a  male-to-female  surgical  case 
is  33  percent  more  expensive  than  a  female-to-male  surgical  case,  but  these  estimates  were  not  based  on  private 
employer  data,  so  we  did  not  directly  incorporate  this  result  into  our  calculations. 
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populations.  Assuming  that  this  estimate  is  valid,  and,  again,  assuming  that  health 
care  costs  are  linearly  related  to  underlying  prevalence,  this  would  increase  the  above 
calculated  value  of  $2.9  million  to  $5.8  million  and  the  calculated  value  of  $4.2  mil¬ 
lion  to  $8.4  million.  Table  5.2  summarizes  the  results  from  the  calculations  described 
in  this  section. 

To  better  understand  the  relative  importance  of  our  estimates  regarding  expected 
AC  annual  gender  transition-related  health  care  spending,  we  compared  our  cost  esti¬ 
mates  to  the  MHS  spending  on  mental  health  in  2012  and  to  total  AC  health  care 
spending  in  FY  2014.  As  Figure  5.1  shows,  gender  transition-related  health  care  spend¬ 
ing  is  expected  to  be  extremely  small  compared  with  MHS  spending  on  mental  health 
(Blakely  and  Jansen,  2013)  and  overall  AC  health  care  expenditures  (Defense  Health 
Agency,  2015). 

Summarizing  the  Estimates 

A  direct  application  of  estimates  from  the  private  health  insurance  system  implies 
a  baseline  spending  range  between  $2.4  million  and  $3.4  million  for  AC  gender 
transition-related  health  care.  Sensitivity  analyses  that  attempt  to  account  for  the  fact 
that  the  male/female  distribution  in  the  AC  population  skews  more  heavily  male  than 
the  civilian  population  and  that  transgender  prevalence  might  be  higher  in  the  mil¬ 
itary  increase  this  initial  range  to  $5.8  million  to  $8.4  million.  The  implication  is 
that  even  in  the  most  extreme  scenario  that  we  were  able  to  identify  using  the  private 
health  insurance  data,  we  expect  only  a  0.13-percent  ($8.4  million  out  of  $6.2  billion) 
increase  in  AC  health  care  spending."* 


Table  5.2 

Estimated  Annual  MHS  Costs  of  Gender  Transition-Related  Health  Care,  Active  Component 


Analysis  Type 

Calculations  Using  Oniy 
Actuarial  Premium  Estimates 
0.038%  (actuarial) 

Calculations  Using  Actuariai 
Premiums  and  Reaiized  Vaiues 
0.054%  (actuariai  +  realized) 

Baseline 

$2.4  million 

$3.4  million 

Sensitivity  analysis  1:  Adjusts  for  the 
male/female  distribution  in  the  AC 
population 

$2.9  million 

$4.2  million 

Sensitivity  analysis  2:  Adjusts  for  the 
male/female  distribution  in  the  AC 
population  and  the  assumption  that 
transgender  prevalence  is  twice  as  high 
in  the  military  compared  to  the  civilian 
population 

$5.8  million 

$8.4  million 

SOURCE:  RAND  analysis. 

^  AC  beneficiaries  make  up  less  than  15  percent  of  total  TRICARE  beneficiaries  (Defense  Health  Agency,  2015). 
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Figure  5.1 

Gender  Transition-Related  Health  Care  Cost  Estimates  Compared  with  Total  Health 
Spending,  Active  Component 


related  costs 
(lower  bound) 


related  costs 
(middle 
estimate) 


related  costs 
(upper  bound) 


spending  (2012) 


spending 
(FY  2014) 


SOURCES:  RAND  analysis;  Blakely  and  Jansen,  2013;  Defense  Health  Agency,  2015.  Estimates  of  premium 
increased  and  realized  costs  are  reported  in  Table  5.1. 

NOTES:  The  lower-bound  estimate  refers  to  premium  increases  only.  The  middle  estimate  includes 
premium  increases  and  realized  costs  after  adjusting  for  male/female  distribution  in  the  military.  The 
upper-bound  estimate  includes  premium  increases  and  realized  costs  after  adjusting  for  male/female 
distribution  in  the  military  and  assuming  the  prevalence  rate  of  transgender  individuals  in  the  military  is 
twice  that  of  civilian  populations. 
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CHAPTER  SIX 


What  Are  the  Potential  Readiness  Implications  of  Allowing 
Transgender  Service  Members  to  Serve  Openly? 


As  DoD  considers  whether  to  allow  transgender  personnel  to  serve  openly  and  to 
receive  transition-related  treatment  during  the  course  of  their  military  service,  it  must 
consider  the  implications  of  such  a  policy  change  on  the  service  members’  ability  to 
deploy  and  potential  reductions  in  unit  cohesion.  In  prior  legal  challenges  to  the  trans¬ 
gender  military  discharge  policy,  DoD  has  expressed  concern  that  the  medical  needs 
of  these  service  members  would  affect  military  readiness  and  deployability.  To  address 
these  concerns,  this  chapter  provides  estimates  of  the  potential  effects  on  force  readi¬ 
ness  from  a  policy  change  allowing  these  service  members  to  serve  openly. 

A  critical  limitation  of  such  an  assessment  is  that  much  of  the  current  research  on 
transgender  prevalence  and  medical  treatment  rates  relies  on  self-reported,  nonrepre¬ 
sentative  samples.  Thus,  the  information  cited  here  must  be  interpreted  with  caution 
because  it  may  have  varying  degrees  of  reliability.  In  addition,  to  estimate  effects  on 
readiness,  we  focused  on  transgender  personnel  in  the  AC  and  SR  only.  We  did  not 
include  the  Individual  Ready  Reserve  because  of  the  lack  of  publicly  available,  detailed 
demographic  information.  We  used  the  same  approach  that  applied  to  our  analysis 
of  health  care  utilization,  applying  both  the  prevalence-based  and  utilization-based 
approaches  to  force  size.  We  note  that  the  prevalence-based  approach  was  the  only 
approach  that  allowed  us  to  estimate  the  number  of  transgender  service  members  who 
may  seek  to  live  and  work  as  their  target  gender.  Transition  does  not  necessarily  imply 
the  use  of  medical  treatments,  and  we  emphasize  that  some  of  these  service  members 
may  still  require  accommodations  in  terms  of  housing  and  administrative  functions 
(e.g.,  military  identification  cards,  restrooms). 


Impact  on  Ability  to  Deploy 

The  most  salient  and  complex  issue  in  allowing  transgender  personnel  to  serve  openly 
is  how  DoD  should  regulate  and  manage  operational  deployment  requirements  for 
these  personnel  in  the  context  of  their  transition  to  their  target  gender. 
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Pre-Transition 

If  transgender  personnel  are  allowed  to  serve  openly  prior  to  transition,  DoD  will  need 
to  establish  policies  on  when  individuals  may  use  the  uniforms,  physical  standards,  and 
facilities  (e.g.,  barracks,  restrooms)  of  their  target  gender.  Additionally,  DoD  will  need 
to  clarify  policies  related  to  qualifications  for  deployment.  Current  deployment  rules 
suggest  that  to  qualify  for  deployment,  individuals  with  diagnosed  mental  health  dis¬ 
orders  must  show  a  “pattern  of  stability  without  significant  symptoms  or  impairment 
for  at  least  three  months  prior  to  deployment.”*  Ensuring  appropriate  screening  will  be 
critical  to  minimizing  any  mental  health-related  readiness  issues.  Secondary  preven¬ 
tion  measures  prior  to  deployment,  such  as  screening  for  GD,  may  be  needed  to  ensure 
a  pattern  of  stability  and  readiness  for  deployment. 

During  Transition 

DoD  would  also  need  to  determine  when  transitioning  service  members  would  be  able 
to  change  uniforms  and  adhere  to  the  physical  standards  of  their  target  gender,  as  well 
as  which  facilities  and  identification  cards  they  will  use.  Other  countries  have  found 
that,  in  some  cases,  it  may  be  necessary  to  restrict  deployment  of  transitioning  individ¬ 
uals  to  austere  environments  where  their  health  care  needs  cannot  be  met.  Deployment 
restrictions  may  also  be  required  for  individuals  seeking  medical  treatment,  including 
those  seeking  hormone  therapy  and  surgical  treatments. 

We  detail  the  constraints  associated  with  transition-related  medical  treatments 
in  Table  6.1.  These  constraints  typically  include  a  postoperative  recovery  period  that 
would  prevent  any  work  and  a  period  of  restricted  physical  activity  that  would  prevent 
deployment.  The  rightmost  column  of  Table  6.1  presents  the  estimated  number  of  non- 
deployable  days  we  used  to  estimate  the  readiness  impact.  We  note  that  these  estimates 
do  not  account  for  any  additional  time  required  to  determine  medical  fitness  to  deploy. 
Army  guidelines,  for  example,  do  not  permit  deployment  within  six  weeks  of  surgery. 
Nevertheless,  there  may  be  a  significant  difference  between  the  estimated  availabil¬ 
ity  to  deploy  and  the  actual  impact  on  deployability,  as  it  is  possible  that  transgender 
service  members  would  time  their  medical  treatments  to  minimize  the  effect  on  their 
eligibility  to  deploy.^ 

In  addition  to  an  expected,  short-term  inability  to  deploy  during  standard  post¬ 
operative  recovery  time,  some  individuals  experience  postoperative  complications 
that  would  render  them  unfit  for  duty.  For  instance,  among  those  receiving  vagino- 


*  Detailed  guidance  is  provided  in  a  memorandum  from  the  Office  of  the  Assistant  Secretary  of  Defense  for 
Health  Affairs,  2013,  p.  2. 

^  See  for  example,  Personnel  Policy  Guidance  Tab  A  (known  as  PPG-TAB  A)  that  accompanies  the  medical 
guidelines  document  MOD  TWELVE,  Section  15.C,  which  articulates  the  minimal  standards  of  fitness  for 
deployment  to  the  U.S.  Central  Command  area  of  responsibility  (U.S.  Central  Command,  2013). 
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plasty  surgery,  6-20  percent  have  complications.^  This  implies  that  between  three  and 
11  service  members  per  year  would  experience  a  long-term  disability  from  gender  reas¬ 
signment  surgery.  Among  those  receiving  phalloplasty  surgery,  as  many  as  25  percent 
experience  some  medical  complications  (Elders  et  ah,  2014). 

Table  6.1 

Gender  Transition-Related  Readiness  Constraints 


Transition  Type  and 
Treatment 

Recovery  Time 

Leave  and  Deployment 
Implications 

Estimated 

Nondeployable 

Days 

Male-to-Female 

Flormone  therapy  only 

Long-term,  no  recovery 
required 

None  (pending 
accommodations) 

N/A 

Augmentation 

mammoplasty 

1  week  no  work, 

4-6  weeks  restricted 
physical  activity 

Up  to  14  days  medical  leave, 
up  to  60  days  medical  disability 

75 

Genital  surgery 

(orchiectomy, 

vaginoplasty) 

4-6  weeks  no  work, 

8+  weeks  restricted 
physical  activity 

Up  to  45  days  medical  leave, 
up  to  90  days  medical  disability 

135 

Femaie-to-Male 

Hormone  therapy  only 

Long-term,  no  recovery 
required 

None  (pending 
accommodations) 

N/A 

Chest  surgery 

1  week  no  work, 

4-6  weeks  restricted 
physical  activity 

Up  to  14  days  medical  leave, 
up  to  60  days  medical  disability 

75 

Hysterectomy 

2  weeks  no  work, 

4-8  weeks  restricted 
physical  activity 

Up  to  21  days  medical  leave, 
up  to  90  days  medical  disability 

111 

Genital  surgery 
(metoidioplasty, 
phalloplasty) 

2-4  weeks  no  work, 

4-6  weeks  restricted 
physical  activity 

Up  to  21  days  medical  leave, 
up  to  60  days  medical  disability 

81 

SOURCES:  Treatment  times  based  on  RAND  research  compiled  for  this  study.  Estimates  of  numbers  of 
treatments  based  on  rates  in  Gates,  2011.  Estimated  nondeployable  days  based  on  RAND  calculations 
using  FY  2014  data  from  DoD,  2014. 

NOTES:  The  total  population  in  the  table  includes  AC  and  SR  personnel.  Estimates  of  treatments  are 
non-unique  per  person.  Individuals  may  (and  likely  will)  seek  multiple  treatments  simultaneously.  As 
such,  deployment  days  are  measured  per  treatment,  not  per  individual.  Estimates  of  nondeployable 
days  do  not  include  estimated  delays  generated  by  Medical  Evaluation  Board/Physical  Evaluation  Board 
review,  which  may  be  required  depending  on  service  rules. 


^  According  to  Elders  et  al.  (2014,  p.  15),  summarizing  findings  from  15  studies,  “2.1  percent  of  patients  had 
rectal-vaginal  fistula,  6.2  percent  with  vaginal  stenosis,  5.3  percent  had  urethral  stenosis,  1.9  percent  with  clitoral 
necrosis,  and  2.7  percent  with  vaginal  prolapse,”  and  approximately  2.3  percent  of  patients  experienced  complica¬ 
tions  after  vaginoplasty. 
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Taking  the  estimates  for  treatment  and  recovery  time,  we  then  applied  the  stan¬ 
dards  for  leave  and  restricted  physical  activity/  We  applied  the  recovery  times  and 
translated  those  into  nondeployahle  days  separated  into  medical  leave,  in  which  the 
service  member  is  off  the  joh,  and  medical  disahility,  in  which  the  service  member  can 
be  at  work  but  is  subject  to  restricted  physical  requirements  (e.g.,  no  physical  train¬ 
ing,  no  heavy  lifting).  This  provided  us  with  the  total  number  of  nondeployahle  days 
per  treatment  type.  We  scaled  this  estimate  by  the  number  of  days  an  individual  can 
be  deployed  per  year.  For  the  AC,  we  assumed  this  to  be  330  days  per  year  (allowing 
30  days  of  leave  plus  five  days  of  processing  time).^  For  the  SR,  we  assumed  270  days 
per  year  (which  allows  nine  months  of  deployment  time).  We  counted  each  treatment 
separately  and  applied  the  number  of  treatments  by  treatment  type  shown  in  Table  6.1. 

Note  that  because  individuals  may  seek  multiple  treatments,  sometimes  at  the 
same  time,  this  number  is  not  the  same  as  the  total  number  of  individuals  who  will 
be  nondeployahle.  Therefore,  the  estimates  presented  in  Table  6.2  should  be  consid¬ 
ered  an  upper  bound  in  each  category.  Moreover,  the  prevalence-based  estimates  are 
significantly  larger  than  the  utilization-based  estimates  as  shown  in  Table  4.8.  Using 
the  prevalence-based  approach,  we  found  that  between  eight  and  43  of  the  available 
1.2  million  labor-years  in  the  AC  may  be  unavailable  for  deployment.*"  The  combined, 
population-weighted,  and  gender-adjusted  estimate  implies  that  about  16  labor-years 
from  the  AC  and  about  1 1  labor-years  from  the  SR  may  be  nondeployahle.  This  repre¬ 
sents  0.0015  percent  of  available  deployable  labor-years  across  the  AC  and  SR. 

These  estimates  are  based  on  surgical  take-up  rates  ranging  from  25  to  130  per 
year  in  the  AC,  with  55-270  total  treatments,  including  hormone  treatments.  Simi¬ 
larly,  the  prevalence-based  estimates  imply  15-80  surgical  treatments  per  year  in  the 
SR,  with  between  30  and  150  total  treatments,  including  hormone  therapy. 

The  utilization-based  approach  implies  many  fewer  treatments.  Although  we 
could  not  estimate  the  impact  on  labor-years  because  we  did  not  have  information  on 
specific  treatments,  based  on  usage  rates  in  California,  the  utilization-based  approach 
implies  30-50  total  treatments,  including  surgeries  and  hormone  therapy.  Evidence 
from  the  VHA  suggests  that  90  service  members  in  the  AC  and  50  in  SR  are  diagnosed 
with  CD  in  any  given  year.  Such  a  diagnosis  would  be  a  prerequisite  for  any  surgical 
treatments,  suggesting  that  true  utilization  rates  in  the  military  may  be  significantly 
lower  than  suggested  by  the  prevalence-based  approach. 

We  caution  that  our  labor-year  estimates  also  likely  overcount  actual  nondeploy- 
able  time  because  our  estimate  captures  “availability  to  deploy,”  rather  than  the  deploy- 


^  For  reference,  we  used  the  Army  Regulation  40-501  (revised  2011),  which  governs  leave  and  disability,  and 
the  Navy  Medical  Policy  07-009  (2007),  which  provides  guidance  on  pre-clearance,  accommodations  for  deploy¬ 
ment  readiness,  and  additional  requirements  in  the  U.S.  Central  Command  area  of  operations. 

^  We  based  this  estimate  on  Army  Regulation  600-8-101  (2015). 

We  define  a  labor-year  as  the  amount  of  work  done  by  an  individual  in  a  year. 
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Table  6.2 

Estimated  Number  of  Nondeployable  Man-Years  Due  to  Gender  Transition-Related 
Treatments 


Estimated  Number  of  Nondeployable  Labor-Years 


Component 

Total  Labor- 
Years  Available 
(FY  2014) 

0.1%® 

(CA  study) 

0.16%*’ 

(combined, 

population- 

weighted 

CA  +  MA  studies) 

0.19%*^ 

(gender- 

adjusted 

rate) 

0.37%'* 

(twice  gender- 
adjusted  rate) 

0.5%® 

(MA 

study) 

Active 

1,199,096 

8.2 

13.7 

16.2 

32.3 

42.8 

Selected 

615,446 

5.9 

9.9 

10.7 

21.3 

29.9 

Reserve 

SOURCES:  Estimates  for  nondeployable  labor-years  are  based  on  RAND  calculations  using  FY  2014  data 
from  DoD,  2014. 

®  Based  on  estimates  of  prevalence  from  a  California  study  (Conron,  2012). 

^  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state. 

'■  Based  on  weighted  average  of  studies  from  California  and  Massachusetts,  weighted  by  relative 
population  sizes  in  each  state  and  applied  specifically  to  the  male/female  distribution  in  the  military 
components. 

Based  on  estimates  of  prevalence  from  NTDS,  Gates  (2011),  and  the  American  Community  Survey 
(Gates  and  Herman,  2014)  and  applied  specifically  to  the  male/female  distribution  in  the  military. 

®  Based  on  estimates  of  prevalence  from  a  Massachusetts  study  (Gates,  2011). 


ment  impact  itself.  This  difference  comes  from  three  key  assumptions  that  we  make  to 
calculate  these  estimates:  (1)  service  members  who  are  seeking  treatment  will  also  be 
deployed;  (2)  service  members  who  are  seeking  treatment  cannot  time  those  treatments 
to  avoid  affecting  their  deployment  eligibility;  and  (3)  service  members  seek  only  one 
treatment  at  a  time  rather  than  having  multiple  treatments  at  the  same  time,  which 
would  allow  concurrent  (rather  than  sequential)  recovery  times.  Thus,  it  is  likely  that  a 
service  member’s  care  would  have  a  substantial  overall  impact  on  readiness  only  if  that 
service  member  worked  in  an  especially  unique  military  occupation,  if  that  occupation 
was  in  demand  at  the  time  of  transition,  and  if  the  service  member  needed  to  be  avail¬ 
able  for  frequent,  unpredicted  mobilizations. 

Post-Transition 

Having  completed  medical  transition,  a  service  member  could  resume  activity  in  an 
operational  unit  if  otherwise  qualified.  As  in  other  cases  in  which  a  service  member 
receives  a  significant  medical  treatment,  DoD  should  review  and  ensure  that  any 
longer-term  medical  care  or  other  accommodations  relevant  to  the  transgender  service 
member’s  specific  medical  needs  are  addressed. 
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Impact  on  Unit  Cohesion 

A  key  concern  in  allowing  transgender  personnel  to  serve  openly  is  how  this  may  affect 
unit  cohesion — a  critical  input  for  unit  readiness.  The  underlying  assumption  is  that  if 
service  members  discover  that  a  member  of  their  unit  is  transgender,  this  could  inhibit 
bonding  within  the  unit,  which,  in  turn,  would  reduce  operational  readiness.  Similar 
concerns  were  raised  in  debates  over  whether  to  allow  gay  and  lesbian  personnel  to 
serve  openly  (Rostker  et  ah,  1993;  RAND  National  Defense  Research  Institute,  2010), 
as  well  as  whether  to  allow  women  to  serve  in  ground  combat  positions  (Schaefer  et  ah, 
2015;  Szayna  et  ah,  2015).  Evidence  from  foreign  militaries  and  surveys  of  the  attitudes 
of  service  members  have  indicated  that  this  was  not  the  case  for  women  or  for  lesbian 
and  gay  personnel  (Schaefer  et  ah,  2015;  Harrell  et  ah,  2007;  RAND  National  Defense 
Research  Institute,  2010).  In  examining  the  experiences  of  foreign  militaries,  the  lim¬ 
ited  publicly  available  data  we  found  indicated  that  there  has  been  no  signihcant  effect 
of  openly  serving  transgender  service  members  on  cohesion,  operational  effectiveness, 
or  readiness.  (For  a  more  in-depth  discussion  of  this  topic,  see  Chapter  Seven.)  How¬ 
ever,  we  do  not  have  direct  survey  evidence  or  other  data  to  directly  assess  the  impact 
on  the  U.S.  military. 

Evidence  from  the  General  U.S.  Population 

According  to  recent  research  on  the  U.S.  general  population,  attitudes  toward  trans¬ 
gender  individuals  are  significantly  more  negative  than  attitudes  toward  other  sexual 
minorities  (Norton  and  Herek,  2013).  However,  heterosexual  adults’  positive  attitudes 
toward  and  acceptance  of  transgender  individuals  are  strongly  correlated  with  their 
attitudes  and  acceptance  of  gay,  lesbian,  and  bisexual  individuals  (Flores,  2015).  As 
such,  similar  to  changes  seen  in  public  attitudes  toward  homosexuality,  tolerance  and 
acceptance  toward  the  transgender  population  could  change  over  time.  Additionally, 
evidence  does  indicate  that  direct  interactions  with  transgender  individuals  signifi¬ 
cantly  reduce  negative  perceptions  and  increase  acceptance  (Flores,  2015),  which  would 
suggest  that  those  who  have  previously  interacted  with  transgender  individuals  would 
be  more  likely  to  be  tolerant  and  accepting  of  them  in  the  future.  Similar  findings 
have  arisen  from  surveys  and  focus  groups  with  service  members  regarding  attitudes 
toward  the  integration  of  women  into  direct  combat  positions  (Szayna  et  ah,  2015) 
and  attitudes  toward  allowing  gay  and  lesbian  service  members  to  serve  openly  in  the 
U.S.  military  (RAND  National  Defense  Research  Institute,  2010).^ 


^  A  recent  article  examined  the  attitudes  of  military  academy.  Reserve  Officers’  Training  Corps,  and  civilian 
undergraduates  in  the  United  States  toward  transgender  people  in  general,  in  the  workplace,  and  in  the  military 
(see  Ender,  Rohall,  and  Matthews,  2016). 
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Evidence  from  Foreign  Militaries 

While  there  are  limited  data  on  the  effects  of  transgender  personnel  serving  openly 
in  foreign  militaries,  the  available  research  revealed  no  significant  effect  on  cohe¬ 
sion,  operational  effectiveness,  or  readiness.  In  the  case  of  Australia,  there  is  no  evi¬ 
dence  and  there  have  been  no  reports  of  any  effect  on  cohesion,  operational  effective¬ 
ness,  or  readiness  (Frank,  2010).  In  the  case  of  Israel,  there  has  also  been  no  reported 
effect  on  cohesion  or  readiness  (Speckhard  and  Paz,  2014).  Transgender  personnel  in 
these  militaries  have  reported  feeling  supported  and  accommodated  throughout  their 
gender  transition,  and  there  is  no  evidence  of  any  impact  on  operational  effectiveness 
(Speckhard  and  Paz,  2014).  In  fact,  commanders  have  reported  that  transgen¬ 
der  personnel  perform  their  military  duties  and  contribute  effectively  to  their  units 
(Speckhard  and  Paz,  2014).  Interviews  with  commanders  in  the  United  Kingdom  also 
found  no  effect  on  operational  effectiveness  or  readiness  (Frank,  2010).  Some  com¬ 
manders  reported  that  increases  in  diversity  had  led  to  increases  in  readiness  and  per¬ 
formance.  Interviews  with  these  same  commanders  also  found  no  effect  on  cohesion, 
though  there  were  some  reports  of  resistance  to  the  policy  change  within  the  general 
military  population,  which  led  to  a  less-than-welcoming  environment  for  transgender 
personnel.  However,  this  resistance  was  apparently  short-lived  (Frank,  2010). 

The  most  extensive  research  on  the  potential  effects  of  openly  serving  trans¬ 
gender  personnel  on  readiness  and  cohesion  has  been  conducted  in  Canada.  This 
research  involved  an  extensive  review  of  internal  defense  reports  and  memos,  an  analy¬ 
sis  of  existing  literature,  and  interviews  with  military  commanders.  It  found  no  evi¬ 
dence  of  any  effect  on  operational  effectiveness  or  readiness.  In  fact,  the  researchers 
heard  from  commanders  that  the  increased  diversity  improved  readiness  by  giving 
units  the  tools  to  address  a  wider  variety  of  situations  and  challenges  (Okros  and  Scott, 
2015).  They  also  found  no  evidence  of  any  effect  on  unit  or  overall  cohesion.  However, 
there  have  been  reports  of  bullying  and  hostility  toward  transgender  personnel,  and 
some  sources  have  described  the  environment  as  somewhat  hostile  for  transgender  per¬ 
sonnel  (Okros  and  Scott,  2015). 

To  summarize,  our  review  of  the  limited  available  research  found  no  evidence 
from  Australia,  Canada,  Israel,  or  the  United  Kingdom  that  allowing  transgender  per¬ 
sonnel  to  serve  openly  has  had  any  negative  effect  on  operational  effectiveness,  cohe¬ 
sion,  or  readiness.  However,  it  is  worth  noting  that  the  four  militaries  considered  here 
have  had  fairly  low  numbers  of  openly  serving  transgender  personnel,  and  this  may  be 
a  factor  in  the  limited  effect  on  operational  readiness  and  cohesion. 
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Costs  of  Separation  Requirements  Related  to  Transgender 
Service  Members 

We  considered  the  costs  and  benefits  of  providing  appropriate  care  to  transgender 
service  members,  the  requirements  for  those  who  would  serve  openly  if  the  current 
policy  changed,  and  the  costs  of  continuing  the  current  administrative  separation  pro¬ 
cess.  We  analyzed  the  costs  of  separation  under  several  assumptions:  (1)  some  trans¬ 
gender  personnel  are  currently  serving  but  are  not  able  to  reveal  their  transgender 
status,  (2)  some  individuals  who  would  be  desirable  recruits  could  be  excluded  for  rea¬ 
sons  only  related  to  their  gender  identity,  and  (3)  some  individuals  who  are  transgen¬ 
der  are  or  have  been  separated  for  reasons  only  related  to  their  gender  identity,  which 
imposes  separation  costs. 

Separation  and  a  continued  ban  on  open  service  (i.e.,  manpower  losses)  are  the 
alternatives  to  meeting  the  medical  needs  of  transgender  individuals.  As  detailed  in 
Chapter  Two,  the  continued  ban  on  open  service  may  result  in  worsening  mental 
health  status,  declining  productivity,  and  other  negative  outcomes  due  to  lack  of  treat¬ 
ment  for  gender  identity-related  issues.  In  addition,  if  DoD  actively  pursues  separation, 
the  process  can  be  tedious,  especially  now  that  it  requires  the  approval  of  the  Under 
Secretary  of  Defense  for  Personnel  and  Readiness.  Under  current  DoD  regulations, 
transgender  personnel  can  be  declared  administratively  unfit  for  service  if  their  gender 
identity  affects  their  ability  to  meet  operational  or  duty  requirements.  A  June  2015 
revision  to  DoD  policy  requires  that  a  discharge  justification  be  based  on  inability  to 
meet  duty  requirements.  However,  any  “administratively  unfit”  finding  prohibits  the 
individual  from  being  medically  evaluated  for  continued  service.^  Absent  this  process, 
transgender  service  members  do  not  have  recourse  to  allow  mental  health  experts  or 
medical  professionals  to  review  their  case  concurrently.  This  can  result  in  unnecessary 
and  inconsistent  approaches  to  discharging  transgender  service  members.  As  was  the 
case  in  enforcing  the  policy  on  homosexual  conduct,  this  can  involve  costly  adminis¬ 
trative  processes  and  result  in  the  discharge  of  personnel  with  valuable  skills  who  are 
otherwise  qualified  (U.S.  Government  Accountability  Office,  2011). 

Moreover,  the  total  cost  in  lost  days  available  for  deployment  is  negligible  and 
significantly  smaller  than  the  lack  of  availability  due  to  medical  conditions.  For  exam¬ 
ple,  in  2015  in  the  Army  alone,  there  were  102,500  nondeployable  soldiers,  50,000  of 
whom  were  in  the  AC  (Tan,  2015).  This  accounted  for  about  14  percent  of  the  AC — 
personnel  who  were  ineligible  to  deploy  for  legal,  medical,  or  administrative  reasons. 


^  These  boards  provide  an  established  process  and  mechanism  for  evaluating  whether  a  service  member  with 
an  ailment  or  diagnosis,  such  as  a  mental  health  diagnosis,  could  continue  military  service.  The  services  use  the 
Medical  Evaluation  Board  and  Physical  Evaluation  Board  systems  to  determine  whether  personnel  “with  an  ail¬ 
ment  or  diagnosis,  such  as  a  mental  health  diagnosis,  can  continue  .  .  .  military  service,”  based  on  a  thorough 
review  of  fitness  to  serve  (DoDI  1332.38,  1996). 
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Of  those,  37,000  could  not  deploy  due  to  medical  conditions.^  Excluding  those  who 
were  severely  injured  and  required  longer-term  care,  there  were  28,490  service  mem¬ 
bers  who  had  either  category  1  (up  to  30  days)  or  category  2  (more  than  30  days) 
restrictions.  Assuming  those  in  category  1  cannot  deploy  for  30  days  and  those  in  cat¬ 
egory  2  cannot  deploy  for  90  days,  we  estimate  there  are  currently  5,300  nondeploy- 
ahle  lahor-years  in  the  Army  alone.  Thus,  we  anticipate  a  minimal  impact  on  readiness 
from  allowing  transgender  personnel  to  serve  openly. 
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Rates  of  injury  and  nondeployability  time  as  reported  in  Cox  (2015). 


CHAPTER  SEVEN 


What  Lessons  Can  Be  Learned  from  Foreign  Militaries  That 
Permit  Transgender  Personnel  to  Serve  Openly? 


As  the  U.S.  military  considers  changes  to  its  transgender  personnel  policy,  revisions  to 
several  other  policies  may  he  necessary.  Policies  in  need  of  change  would  cover  a  range 
of  personnel,  medical,  and  operational  issues  affecting  individuals  and  units,  includ¬ 
ing  some  policies  that  currently  vary  hy  gender.  Examples  of  the  latter  would  include 
housing  assignments,  restrooms,  uniforms,  and  physical  standards.  While  these  are 
new  questions  for  the  U.S.  military,  there  are  other  countries  that  already  allow  trans¬ 
gender  personnel  to  serve  openly  in  their  militaries  and  have  already  addressed  these 
policy  issues. 

We  reviewed  policies  in  foreign  militaries  that  allow  transgender  service  members 
to  serve  openly.  Our  primary  source  for  the  observations  presented  in  this  report  was 
an  extensive  document  review  that  included  primarily  publicly  available  policy  docu¬ 
ments,  research  articles,  and  news  sources  that  discussed  policies  on  transgender  per¬ 
sonnel  in  these  countries.  The  information  about  the  policies  of  foreign  militaries  came 
directly  from  the  policies  of  these  countries  as  well  as  from  research  articles  describing 
the  policies  and  their  implementation.  Our  findings  on  the  effects  of  policy  changes 
on  readiness  draw  largely  from  research  articles  that  have  specifically  examined  this 
question  using  interviews  and  analyses  of  studies  completed  by  the  militaries  them¬ 
selves.  Finally,  our  insights  on  best  practices  and  lessons  learned  emerged  both  directly 
from  research  articles  describing  the  evolution  of  policy  and  the  experiences  of  foreign 
militaries  and  indirectly  from  commonalities  in  the  policies  and  experiences  across  our 
four  case  studies.  Recommendations  provided  in  this  report  are  based  on  these  best 
practices  and  lessons  learned,  as  well  as  a  consideration  of  unique  characteristics  of  the 
U.S.  military. 

This  review  and  analysis  of  the  policies  in  foreign  militaries  can  serve  as  a  ref¬ 
erence  for  U.S.  decisionmakers  as  they  consider  possible  policy  revisions  to  support 
the  integration  of  openly  transgender  personnel  into  the  U.S.  military.  We  include 
information  on  how,  when,  and  why  each  country  changed  its  policy.  We  also  detail 
the  policies  of  each  country,  covering  such  issues  as  the  medical  and  administrative 
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requirements  before  gender  transition  can  begin,  housing  assignments,  uniform  wear, 
and  physical  fitness  standards. 


Policies  on  Transgender  Personnel  in  Foreign  Militaries 

According  to  a  report  by  the  Hague  Center  for  Security  Studies,  there  are  18  coun¬ 
tries  that  allow  transgender  personnel  to  serve  openly  in  their  militaries:  Austra¬ 
lia,  Austria,  Belgium,  Bolivia,  Canada,  Czech  Republic,  Denmark,  Estonia,  Fin¬ 
land,  France,  Germany,  Israel,  Netherlands,  New  Zealand,  Norway,  Spain,  Sweden, 
and  the  United  Kingdom  (Polchar  et  al.,  2014).  This  chapter  describes  the  policies 
of  the  four  countries — Australia,  Canada,  Israel,  and  the  United  Kingdom — with  the 
most  well-developed  and  publicly  available  policies  on  transgender  military  personnel. 
It  focuses  explicitly  on  policies  that  describe  how  these  foreign  militaries  treat  trans¬ 
gender  personnel  and  how  they  address  this  population’s  gender  transition  needs. 
While  the  focus  of  the  chapter  is  on  the  specific  policies  integrating  openly  transgender 
military  personnel  in  these  four  foreign  militaries,  we  also  provide  some  information 
about  what  happened  after  the  policy  change,  including  bullying  and  harassment,  and 
summarize  best  practices  and  challenges  that  emerged  from  our  four  case  studies.' 

The  formal  policies  on  transgender  personnel  in  the  four  countries  address  a 
number  of  aspects  of  the  gender  transition  process.^  Generally,  these  policies  do  not 
explicitly  address  such  issues  as  the  recruitment  or  retention  of  transgender  personnel, 
though  we  provide  information  on  the  qualification  of  transgender  personnel  to  serve 
when  it  is  available.  They  do  generally  address  such  issues  as  the  requirements  for  tran¬ 
sitioning,  housing  assignments,  restroom  use,  uniforms,  identity  cards,  and  physical 
standards.  They  also  address  whether  the  transitioning  personnel  remain  with  their 
old  units  or  shift  to  new  ones  and  how  other  members  of  a  unit  should  be  informed. 
Finally,  the  policies  address  access  to  medical  care  and  what  is  or  is  not  covered  by  the 
military  health  care  system. 

In  addition  to  addressing  these  crucial  issues,  foreign  military  policies  on  trans¬ 
gender  personnel  typically  lay  out  a  gender  transition  plan,  which  describes  the  time¬ 
line  or  steps  in  the  transition  process.  However,  it  is  worth  noting  that  each  individual’s 


*  We  looked  for  information  on  the  policies  of  the  other  14  countries  but  were  unable  to  find  any  publicly  avail¬ 
able  documents  in  English. 

^  We  note  a  few  interesting  points  about  other  countries  that  we  investigated  but  for  which  we  were  unable  to 
find  sufficient  publicly  available  information  to  construct  a  complete  case.  The  Netherlands  was  the  first  country 
to  allow  transgender  personnel  to  serve  openly  in  its  military,  opening  its  ranks  in  1974.  New  Zealand  opened  its 
military  to  transgender  personnel  in  1993;  although  we  could  not  find  a  written  policy,  a  2014  report  by  Hague 
Center  for  Strategic  Studies  referred  to  New  Zealand’s  as  the  most  friendly  military  to  transgender  personnel. 
The  New  Zealand  Defence  Force  also  has  an  advocacy  group,  OverWatch,  that  provides  support  to  lesbian,  gay, 
bisexual,  and  transgender  personnel  (see  Polchar  et  ah,  2014). 
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gender  transition  is  unique.  While  some  choose  to  undergo  hormone  therapy  or  gender 
reassignment  surgery,  this  is  not  required  for  gender  transition.  As  a  result,  the  time¬ 
lines  outlined  in  the  policies  are  intended  to  he  examples  only. 

Australia 

In  2010,  the  Australian  Defence  Force  revoked  the  defense  instruction  that  prohibited 
transgender  individuals  from  serving  openly,  stating  that  excluding  transgender  per¬ 
sonnel  from  service  was  discrimination  that  could  no  longer  he  tolerated  (Ross,  2014). 
The  Australian  Department  of  Defence,  with  the  advocacy  group  Defence  Lesbian, 
Gay,  Bisexual,  Transgender,  and  Intersex  Information  Service,  has  produced  guides 
to  support  commanders,  transitioning  service  members,  and  the  units  in  which  tran¬ 
sitioning  members  are  serving  (Royal  Australian  Air  Force,  2015).  The  guide  outlines 
five  stages  in  the  gender  transition  process:  diagnosis,  commencement  of  treatment, 
disclosure  to  commanders  and  colleagues,  the  post-transition  experience,  and,  if  appli¬ 
cable,  gender  reassignment  surgery  (Royal  Australian  Air  Force,  2015).  There  is  no 
public  information  on  the  number  of  transgender  personnel  in  the  Australian  military 
or  the  costs  associated  with  covering  gender  transition-related  medical  care. 

A  service  member’s  gender  transition  begins  after  receiving  a  medical  diagno¬ 
sis  of  gender  incongruence  from  a  doctor  approved  by  the  Australian  Defence  Force. 
According  to  Australian  Defence  Force  policy,  once  service  members  receive  this  diag¬ 
nosis  and  present  a  medical  certification  form  to  their  commanders,  they  can  begin  the 
“social  transition,”  which  policy  defines  as  the  time  when  an  individual  begins  living 
publicly  as  the  target  gender.  Under  the  current  policy,  after  this  point,  the  service 
member’s  administrative  record  is  updated  to  indicate  the  target  gender  for  the  pur¬ 
poses  of  uniforms,  housing,  name,  identification  cards,  showers,  and  restrooms  (Royal 
Australian  Air  Force,  2015).  This  means  that,  after  this  point,  the  service  member  is 
assigned  to  housing  of  the  target  gender,  may  use  the  restrooms  of  the  target  gender, 
has  an  identification  card  with  the  target  gender  and  new  name,  and  can  wear  the  uni¬ 
form  of  the  target  gender. 

During  the  social  transition,  the  service  member  may  undergo  hormone  therapy. 
However,  neither  hormone  therapy  nor  gender  reassignment  surgery  is  required  for  the 
administrative  changes  to  occur.  Importantly,  this  shift  in  gender  for  military  admin¬ 
istrative  purposes  may  not  always  match  the  legal  transition  (with  respect  to  the  Aus¬ 
tralian  government)  to  the  target  gender  (Royal  Australian  Air  Force,  2015).  Finally, 
when  transgender  service  members  choose  to  transition,  they  may  choose  whether  to 
stay  with  their  current  unit  or  transfer  to  a  different  one.  They  may  also  choose  how 
colleagues  are  informed  of  the  gender  transition — that  is,  whether  they  wish  to  tell  col¬ 
leagues  themselves  or  have  a  senior  leader  do  so. 

Australia’s  policy  also  addresses  matters  related  to  physical  standards  and  medi¬ 
cal  readiness.  During  the  transition  period,  a  service  member  may  be  downgraded  in 
terms  of  physical  readiness  or  declared  unable  to  deploy  for  some  time.  However,  this 
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determination  is  decided  on  a  person-by-person  basis  and  is  only  temporary.  Accord¬ 
ing  to  the  guide  provided  to  service  members  and  commanders,  most  individuals  are 
placed  on  “MEC  [Medical  Employment  Classification]  3 — Rehabilitation”  status 
during  their  medical  transition  or  if  they  require  four  consecutive  weeks  of  sick  leave. 
Others  may  be  able  to  remain  “MEC  2 — Employable  and  Deployable  with  Restric¬ 
tions”  for  the  majority  of  the  gender  transition  period.  In  most  cases,  this  determina¬ 
tion  is  made  by  a  certification  board,  though  commanders  are  also  given  discretion  to 
downgrade  transitioning  service  members  or  declare  them  unfit  to  deploy,  contingent 
on  a  stated  inability  to  accommodate  the  service  member’s  needs  or  a  determination 
that  the  transitioning  service  member’s  presence  would  undermine  the  unit’s  perfor¬ 
mance.  However,  there  is  no  public  information  available  on  the  types  of  justifications 
a  commander  might  give  in  making  such  a  determination. 

The  deployment  status  of  each  individual  will  vary  during  the  gender  transition 
based  on  the  transition  path  chosen  (for  example,  whether  hormone  therapy  or  surgery 
is  undertaken).  Some  of  these  treatments  are  covered  by  military  health  care.  In  Aus¬ 
tralia,  medical  treatments  associated  with  gender  transition,  including  both  hormone 
therapy  and  gender  reassignment  surgery,  are  covered,  but  treatments  considered  “cos¬ 
metic”  might  not  be  (Royal  Australian  Air  Force,  2015).  However,  it  is  not  clear  what 
is  classified  as  cosmetic  or  what  might  be  considered  medically  necessary.  Importantly, 
gender  transition-related  medical  procedures  are  provided  only  at  certain  facilities, 
so  service  members  who  wish  to  receive  these  treatments  may  need  to  make  special 
requests  for  specific  assignments  where  their  needs  can  be  met.  In  general,  personnel 
are  permitted  to  take  sick  leave  to  facilitate  their  medical  transition  (Royal  Australian 
Air  Force,  2015). 

Transitioning  service  members’  deployment  status  will  also  depend  on  their  abil¬ 
ity  to  meet  physical  fitness  standards.  During  the  transition  period,  a  service  member 
may  be  considered  medically  exempt  from  meeting  physical  fitness  standards,  with  a 
coinciding  readiness  classification  of  nondeployable.  Once  deemed  medically  able  to 
complete  the  test  by  a  medical  professional,  the  service  member  may  be  asked  to  meet 
the  standards  of  the  target  gender.  However,  which  gender  standards  the  individual  is 
required  to  meet  and  when  is  determined  by  the  medical  officer  overseeing  the  gender 
transition  (Royal  Australian  Air  Force,  2015).  Thus,  the  point  at  which  each  transition¬ 
ing  service  member  is  required  to  meet  the  target-gender  standards  varies. 

Canada 

In  Canada,  a  1992  lawsuit  from  a  member  of  the  armed  forces  resulted  in  the  repeal 
of  a  regulation  banning  gay,  lesbian,  and  transgender  individuals  from  serving  openly 
in  the  military  (Okros  and  Scott,  2015).  In  1998,  the  Canadian  military  explicitly 
recognized  gender  identity  disorder  and  agreed  to  cover  gender  reassignment  surgery. 
In  2010,  Canadian  military  policy  was  revised  to  clarify  transgender  personnel  issues, 
such  as  name  changes,  uniforms,  fitness  standards,  identity  cards,  and  records  (Okros 
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and  Scott,  2015).  An  updated  policy,  Military  Personnel  Instruction  01/11,  “Manage¬ 
ment  of  Transsexual  Members,”  was  released  in  2012  (Canadian  Armed  Forces,  2012). 
It  stated,  “The  CF  [Canadian  Forces]  shall  accommodate  the  needs  of  CF  transsexual 
members  except  where  the  accommodation  would:  constitute  undue  hardship;  or  cause 
the  CF  member  to  not  meet,  or  to  not  be  capable  of  meeting.  .  .  .  Minimum  Opera¬ 
tional  Standards  Relating  to  Universality  of  Service”  (Canadian  Armed  Forces,  2012, 
p.  5).  Other  considerations  that  can  be  used  to  determine  whether  an  accommoda¬ 
tion  is  reasonable  include  cost  and  the  safety  of  other  service  members  and  the  public 
(Canadian  Armed  Forces,  2012,  p.  5).  Data  suggest  that  there  are  approximately  265 
transgender  personnel  serving  openly  and  that  the  Canadian  military  pays  for  about 
one  gender  reassignment  surgery  per  year  (Okros  and  Scott,  2015). 

Canada’s  policy  on  transgender  personnel  covers  such  issues  as  housing,  iden¬ 
tification  cards,  restrooms,  physical  standards,  deployment,  medical  treatment,  and 
uniforms.  The  process  is  similar  in  most  ways  to  that  in  Australia,  described  earlier. 
In  Canada,  one  of  the  first  steps  in  the  gender  transition  process  is  a  medical  assess¬ 
ment  in  which  the  individual  is  given  a  diagnosis  of  gender  incongruence  and  assigned 
a  temporary  medical  category  that  defines  both  employment  limitations  and  accom¬ 
modations  that  will  be  needed  to  support  the  service  member  during  gender  tran¬ 
sition.  After  receiving  this  diagnosis,  service  members  are  responsible  for  informing 
their  commanders  and  are  asked  to  give  commanders  as  much  notice  as  possible  before 
beginning  their  gender  transition.  After  that,  the  service  member,  the  service  mem¬ 
ber’s  manager,  and  the  unit’s  commanding  officer  are  expected  to  meet  to  discuss  the 
service  member’s  gender  transition  plan  and  to  addresses  any  necessary  accommoda¬ 
tions.  The  policy  recommends  frequent  meetings  between  the  service  member  and 
relevant  leaders  and  medical  professionals  to  ensure  that  the  transitioning  service  mem¬ 
ber’s  needs  are  met.  The  policy  also  identifies  subject-matter  experts,  such  as  chaplains 
and  mental  health  professionals,  who  might  be  available  to  provide  advice  (Canadian 
Armed  Forces,  2012). 

The  policy  states  that  the  gender  transition  plan  should  address  housing,  uni¬ 
forms,  deployments,  and  other  administrative  considerations.  While  the  timeline  will 
vary  for  each  individual,  in  most  cases,  after  receiving  the  diagnosis  and  informing  the 
commander,  the  service  member  is  able  to  begin  living  openly  as  the  target  gender.  At 
this  point,  the  service  member  is  assigned  to  housing  of  the  target  gender,  given  ID 
cards  with  the  target  gender  and  new  name,  given  uniforms  of  the  target  gender,  and 
permitted  to  use  restrooms  of  the  target  gender.  However,  while  the  individual  is  con¬ 
sidered  a  member  of  the  target  gender  for  all  administrative  purposes  within  the  mili¬ 
tary  at  this  point,  an  official  name  and  gender  change  in  the  military  personnel  system 
requires  both  medical  certificates  and  legal  documentation  (Canadian  Armed  Forces, 
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2012).3  Finally,  medals  and  awards  earned  by  the  service  member  prior  to  transition¬ 
ing  cannot  be  transferred  to  the  new  name  when  the  service  member  transitions  to  the 
target  gender  (Okros  and  Scott,  2015). 

While  the  policy  expects  accommodations  to  be  made  to  meet  the  needs  of  trans¬ 
gender  personnel,  it  also  notes  that  commanders  must  strike  a  balance  between  meet¬ 
ing  the  needs  and  legal  rights  of  transgender  personnel  and  the  privacy  needs  of  other 
service  members  in  restrooms,  showers,  and  housing.  It  does  not,  however,  provide 
guidance  on  how  this  should  be  accomplished  (Canadian  Armed  Forces,  2012).  The 
policy  also  makes  clear  that  incidents  of  harassment  must  be  dealt  with  according  to 
the  Canadian  military’s  discrimination  and  harassment  policy.  Finally,  if  the  trans¬ 
gender  service  member  is  assigned  to  a  new  unit  permanently  or  temporarily,  any 
required  accommodations  are  to  be  communicated  to  the  new  commanding  officer 
prior  to  the  service  member’s  arrival  (Canadian  Armed  Forces,  2012). 

The  medical  assessment  and  gender  transition  plan  developed  at  the  start  of  tran¬ 
sition  are  also  used  to  determine  a  service  member’s  readiness  status  and  deployability. 
The  policy  states  that  service  members  can  be  downgraded  temporarily  in  terms  of 
their  readiness,  ability  to  deploy,  and  eligibility  for  remote  assignments  until  gender 
transition  is  complete  (Canadian  Armed  Forces,  2012).  This  determination  is  made 
primarily  by  the  medical  professionals  overseeing  the  service  member’s  gender  transi¬ 
tion.  After  the  gender  transition  is  complete,  the  continued  need  for  a  reduced  medi¬ 
cal  standard  is  decided  on  a  case-by-case  basis  based  on  the  service  member’s  overall 
health,  chronic  conditions,  and  need  for  access  to  medical  care.  After  beginning  the 
gender  transition,  and  based  on  the  medical  assessment,  the  service  member  is  con¬ 
sidered  medically  exempt  from  physical  fitness  testing  and  requirements  until  legally 
assuming  the  acquired  or  target  gender  (which,  as  noted  earlier,  requires  provincial  rec¬ 
ognition).  At  that  point,  the  fitness  standards  for  the  acquired  or  target  gender  apply. 
More  specifically,  once  personnel  are  removed  from  the  medical  exemption  list,  they 
have  90  days  to  meet  the  new  standards  (Canadian  Armed  Forces,  2012). 

A  reduced  medical  readiness  determination  during  gender  transition  is  intended 
primarily  to  ensure  that  the  service  member  has  uninterrupted  access  to  medical  care. 
Once  gender  transition  is  complete,  transgender  service  members  and  their  command¬ 
ers  are  responsible  for  identifying  the  service  member’s  specific  needs  and  how  they  will 
be  addressed  (Canadian  Armed  Forces,  2012).  Gender  reassignment  surgery  will  not, 
however,  automatically  result  in  permanent  deployment  restrictions.  As  in  Australia, 
gender  reassignment  surgery  and  hormone  therapy  are  covered  by  military  health  care. 
The  Canadian  military  paid  for  one  gender  reassignment  surgery  in  1998  and  has  paid 
for  one  or  two  surgeries  per  year  since  then  (Canadian  Armed  Forces,  2012). 


^  Also  note  that  the  requirements  for  the  legal  change  vary  by  province  but  typically  involve  only  a  statement 
that  the  individual  has  assumed  the  target  gender  and  a  medical  certification  from  a  doctor  of  a  diagnosis  of 
gender  incongruence. 
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Israel 

The  Israel  Defense  Forces  (IDF)  have  allowed  transgender  personnel  to  serve  openly 
since  1998  (Speckhard  and  Paz,  2014)T  The  IDF  experience  with  transgender  per¬ 
sonnel  is  somewhat  unique  because  Israel’s  military  is  composed  largely  of  conscripts 
who  serve  two  or  three  years  and  then  serve  in  the  reserves  with  extended  periods  of 
active  service.  As  a  result,  a  very  high  percentage  of  the  population  spends  extended 
periods  of  time  mixing  military  and  civilian  life.  From  the  perspective  of  this  report, 
this  blending  of  civilian  and  military  life  creates  unique  challenges  for  transgender  per¬ 
sonnel,  as  they  cannot  be  one  person  in  their  civilian  life  and  then  a  different  person 
in  their  military  life.  Some  transgender  individuals  receive  a  discharge  or  exemption 
from  their  military  service  based  on  their  gender  incongruence,  but  this  decision  is 
currently  at  the  discretion  of  the  commander.  There  is  no  official  IDF  policy  on  trans¬ 
gender  personnel,  but  according  to  one  report,  senior  members  of  the  IDF  are  working 
to  draft  one  (Speckhard  and  Paz,  2014).  In  2014,  the  IDF  announced  that  it  would 
support  transgender  individuals  throughout  the  transition  process.  Under  this  new 
policy,  transgender  teens  who  have  not  yet  begun  to  transition  to  another  gender  will 
be  enlisted  according  to  their  birth  sex,  but  after  enlistment,  they  will  be  given  support 
and  assistance  with  the  gender  transition  process  (Zitun,  2014).  As  a  result,  Speckhard 
and  Paz  (2014)  noted,  experiences  vary  for  transgender  personnel  in  the  IDF.  Some 
individuals  report  that  once  they  ask  to  transition,  they  are  allowed  to  dress  and  serve 
as  their  target  gender.  However,  it  is  unclear  how  generalizable  this  is. 

Typically,  IDF  administrative  records  use  the  gender  at  that  time  of  enlistment. 
Since  conscription  occurs  at  age  18,  and  because  hormone  treatment  for  gender  incon¬ 
gruence  cannot  legally  begin  until  age  18,  the  administrative  records  of  most  person¬ 
nel  show  their  birth  gender.  Under  a  newly  announced  policy,  personnel  enlisted  using 
their  birth  gender  who  identify  as  transgender  can  immediately  receive  support  and 
treatment  to  begin  the  gender  transition  (Zitun,  2014).  Importantly,  however,  as  of 
2014,  the  military  identification  card  carries  the  birth  gender  until  a  service  member 
undergoes  gender  reassignment  surgery,  even  if  the  service  member  is  living  publi- 
cally  as  the  target  gender  (Speckhard  and  Paz,  2014).  It  should  be  noted  that,  in  Israel, 
only  one  hospital  can  perform  gender  reassignment  surgery,  and  this  surgery  cannot 
be  performed  until  age  21,  though  some  people  go  abroad  for  it  (Speckhard  and  Paz, 
2014).  This  creates  some  complications  for  housing  and  other  matters,  discussed  in 
more  detail  later.  The  new  policy  will  also  allow  transgender  recruits  to  receive  support 
for  gender  transition  after  enlistment. 

Available  evidence  suggests  that,  in  the  IDF,  assignment  of  housing,  restrooms, 
and  showers  is  typically  linked  to  the  birth  gender,  which  does  not  change  in  the  mili¬ 
tary  system  until  after  gender  reassignment  surgery.  Service  members  who  are  undergo- 


^  We  do  not  know  the  exact  date  for  this  change  because  there  was  never  a  formal  policy  allowing  or  prohibiting 
transgender  personnel  from  serving.  It  was  in  1998  that  the  first  openly  transgender  individual  served  in  the  IDF. 
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ing  gender  transition  are  accommodated,  however,  through  the  use  of  ad  hoc  solutions, 
including  giving  transitioning  personnel  their  own  showers,  housing,  or  restrooms 
(Speckhard  and  Paz,  2014).  Once  transitioning  personnel  have  completed  gender  reas¬ 
signment  surgery,  they  can  he  assigned  to  the  housing,  restrooms,  and  showers  of  their 
acquired  gender.  It  is  also  worth  noting  that  the  majority  of  noncomhat  personnel 
are  able  to  live  at  home,  off  base.  As  a  result,  the  housing  issue  does  not  affect  a  large 
number  of  transitioning  personnel  (Speckhard  and  Paz,  2014).  The  issue  of  uniforms 
is  usually  easier  to  address,  and  service  members  are  able  to  wear  the  uniform  of  the 
target  gender  once  they  begin  their  gender  transition. 

In  addition  to  addressing  housing  and  other  administrative  matters  for  conscripts 
and  career  soldiers,  the  IDF  must  address  transitioning  reservists.  The  limited  infor¬ 
mation  available  suggests  that  the  approach  to  addressing  the  needs  of  this  group  also 
varies  from  person  to  person.  Usually,  if  reserve  members  are  in  the  process  of  transi¬ 
tioning  or  have  transitioned  when  called  to  active  duty,  they  are  permitted  to  return 
to  service  as  their  target  or  acquired  gender  (following  the  same  administrative  policies 
described  earlier).  For  example,  a  service  member  who  served  in  an  all-male  combat 
unit  and  is  transitioning  to  female  may  be  moved  to  another  position.  Again,  many 
reservists  serve  their  duty  while  living  at  home,  so  housing  is  not  usually  an  issue.  Rest¬ 
room  and  shower  assignments  are  addressed  on  an  ad  hoc  basis  (Speckhard  and  Paz, 
2014).  Finally,  some  personnel  who  have  transitioned  or  are  in  the  process  of  transi¬ 
tioning  are  exempted  from  their  reserve  duty.  However,  this  is  becoming  less  common 
as  the  IDF  strives  to  accommodate  the  needs  of  these  personnel  rather  than  exempting 
them  from  service  (Speckhard  and  Paz,  2014). 

The  IDF  does  not  have  a  formal  policy  on  physical  standards  for  transgender 
individuals  serving  their  conscription  duty,  reserve  duty,  or  as  professional  soldiers. 
Available  information  suggests  only  that  transgender  personnel  can  serve  in  any  unit 
or  occupation  for  which  they  meet  the  requirements,  with  the  exception  of  a  few  male- 
only  combat  units  and  certain  security-related  positions  (Speckhard  and  Paz,  2014). 
Personnel  transitioning  from  female  to  male  are  able  to  serve  in  male-only  combat 
units  only  if  they  can  meet  the  requirements  set  for  other  men.  Personnel  transitioning 
from  male  to  female  cannot  serve  in  male-only  combat  units  once  they  begin  hormone 
treatment  (Speckhard  and  Paz,  2014). 

There  do  appear  to  be  some  limitations  on  the  assignment  of  transgender  person¬ 
nel,  particularly  in  combat  units.  Because  of  austere  living  conditions  in  these  types  of 
units,  necessary  accommodations  may  not  be  available  for  service  members  in  the  midst 
of  a  gender  transition.  As  a  result,  transitioning  individuals  are  typically  not  assigned  to 
combat  units  (Speckhard  and  Paz,  2014).  Transgender  personnel  are  also  limited  from 
assignment  to  certain  security-related  positions  due  to  concerns  about  blackmail,  based 
on  the  assumption  that  these  service  members  might  be  open  about  their  gender  iden¬ 
tity  in  the  military  but  might  not  have  told  others,  including  family  members.  Keeping 
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these  types  of  secrets  might  make  an  individual  susceptible  to  blackmail  or  extortion 
(Speckhard  and  Paz,  2014). 

In  the  IDF,  medical  issues  and  matters  related  to  the  readiness  of  transgender 
personnel  are  addressed  on  a  case-by-case  basis,  though  a  more  formal  policy  is  being 
developed.  For  conscripts,  the  only  treatment  that  can  be  provided  by  the  military  is 
hormone  therapy  because  gender  reassignment  surgery  is  possible  in  Israel  only  after 
age  21,  by  which  point  the  conscription  duty  is  usually  completed  (Speckhard  and  Paz, 
2014).  Those  who  choose  to  stay  in  the  military  full-time  after  the  age  of  21,  as  well  as 
those  in  the  reserve  called  to  back  to  active  service,  may  receive  both  hormone  therapy 
and  gender  reassignment  surgery.  Those  who  choose  to  undergo  surgery  are  permitted 
to  take  a  period  of  sick  leave  for  the  surgery  and  recovery,  as  they  can  for  any  other 
medical  treatment  or  surgery  (Speckhard  and  Paz,  2014).  Israel  has  nationalized  health 
care  that  typically  covers  all  treatments  associated  with  gender  transition,  ranging  from 
psychiatric  care  to  pre-  and  postoperative  care,  hormone  treatment,  breast  augmen¬ 
tation,  and  facial  feminization.  Apart  from  the  approaches  used  to  address  physical 
standards  for  transitioning  individuals  (discussed  earlier),  there  are  no  specihc  policies 
governing  the  readiness  classihcation  of  transitioning  IDF  personnel,  though  some  are 
in  development  (Zitun,  2014). 

United  Kingdom 

The  United  Kingdom  lifted  the  ban  on  transgender  personnel  in  2000  following  a 
European  Court  of  Human  Rights  ruling  that  the  country’s  policy  violated  the  right  to 
privacy  under  the  European  Convention  on  Human  Rights  (Erank,  2010).  The  policy 
change  was  implemented  with  guidance  to  commanders,  as  well  as  a  code  of  social 
conduct  that  allowed  commanders  to  address  inappropriate  behavior  toward  trans¬ 
gender  personnel  by  appealing  to  broader  principles  of  tolerance  and  diversity  and  to 
guard  operational  effectiveness  (Yerke  and  Mitchell,  2013).  In  2009,  the  British  Armed 
forces  released  the  “Policy  for  Recruitment  and  Management  of  Transsexual  Person¬ 
nel  in  the  Armed  forces”  to  offer  clearer  guidance  to  commanders  on  how  gender 
transition-related  issues  should  be  addressed  (Yerke  and  Mitchell,  2013).  While  trans¬ 
gender  personnel  are  able  to  serve  openly,  under  the  current  policy,  they  can  be  excluded 
from  sports  that  organize  around  gender  to  ensure  the  safety  of  the  individual  or  other 
participants.  The  British  Army  also  provides  its  official  policy  on  transgender  person¬ 
nel  on  its  website: 

The  Army  welcomes  transgender  personnel  and  ensures  that  all  who  apply  to 
join  are  considered  for  service  subject  to  meeting  the  same  mental  and  physical 
entry  standard  as  any  other  candidate.  If  you  have  completed  transition  you  will 
be  treated  as  an  individual  of  your  acquired  gender.  Transgender  soldiers  serve 
throughout  the  Army  playing  their  part  in  the  country’s  security.  There  is  a  formal 
network  that  operates  in  the  Army  to  ensure  that  transgender  soldiers  can  find 
advice  and  support  with  issues  that  affect  their  daily  lives.  (British  Army,  undated) 
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However,  the  military  encourages  those  who  have  not  yet  started  their  gender  transi¬ 
tion  to  complete  their  transition  before  joining  (UK  Ministry  of  Defence,  2009). 

The  2009  UK  policy  is  similar  to  those  in  Canada  and  Australia  in  terms  of  the 
areas  covered  and  approaches  to  addressing  key  issues,  though  the  UK  policy  provides 
some  additional  room  for  individual  differences.  The  policy  also  includes  an  exten¬ 
sive  discussion  of  the  legal  and  privacy  protections  afforded  to  transgender  personnel. 
These  protections  are  important  because  they  also  apply  to  administrative  and  medical 
records  in  the  military  system. 

The  UK  policy  dehnes  hve  stages  of  gender  transition:  diagnosis,  social  transition 
(the  individual  begins  living  openly  as  the  target  gender),  medical  treatment/hormone 
therapy,  surgical  reassignment,  and  postoperative  transition.  However,  it  also  recog¬ 
nizes  that  the  process  of  gender  transition  may  be  different  for  each  person.  The  policy 
suggests  that  each  individual  work  with  commanders  and  service  authorities  to  develop 
a  plan  that  includes  a  timeline  for  transition.  The  gender  transition  plan  agreed  to  by 
the  service  member  and  commanders  should  specify  the  timing  of  changes,  such  as  to 
housing  assignments  and  uniforms.  The  specihc  point  at  which  a  service  member  tran¬ 
sitions  for  the  purposes  of  name,  uniform,  housing,  restrooms,  and  ID  cards  may  vary 
from  person  to  person.  Typically,  when  service  members  begin  living  publicly  as  the 
target  gender  (the  social  transition)  they  are  reassigned  to  housing  of  the  target  gender, 
use  the  restrooms  and  uniforms  of  the  target  gender,  and  are  given  an  ID  card  indicat¬ 
ing  that  they  are  a  member  of  the  target  gender.  Importantly,  this  shift  in  gender  for 
administrative  purposes  does  not  have  to  correspond  to  the  point  at  which  an  individ¬ 
ual  transitions  gender  within  the  UK  legal  system,  a  process  that  involves  a  diagnosis 
of  gender  incongruence  and  two  years  of  living  as  the  acquired  gender  (UK  Ministry  of 
Defence,  2009).  The  policy  also  notes  that  it  is  unlawful  to  force  transgender  personnel 
to  use  separate  toilet  or  shower  facilities  or  occupy  separate  housing  accommodations 
from  the  rest  of  the  force. 

The  gender  transition  plan  addresses  other  logistics  of  the  transition.  For  example, 
it  should  specify  scheduled  time  off  required  for  medical  procedures,  including  gender 
reassignment  surgery.  In  general,  medical  treatment  associated  with  gender  transition 
is  treated  like  any  other  medical  issue  experienced  by  a  service  member.  However, 
while  hormone  replacement  therapy  is  covered  by  military  health  care,  gender  reassign¬ 
ment  surgery  is  not  (UK  Ministry  of  Defence,  2009).  The  policy  notes  that  the  time¬ 
line  and  timing  of  the  transition  must  take  into  consideration  the  needs  of  the  service. 
As  a  result,  at  least  four  weeks  notice  is  typically  needed  prior  to  the  start  of  a  service 
member’s  gender  transition.  The  gender  transition  plan  should  also  specify  whether 
service  members  wish  to  transition  in  their  current  post  or  transfer  to  a  new  position 
and  whether  they  want  to  tell  their  colleagues  about  the  gender  transition  themselves 
or  would  like  someone  else  to  do  this.  This  decision  may  depend  on  the  size  of  the  unit. 
In  a  small  unit,  it  may  be  easy  to  inform  fellow  service  members  personally.  In  a  larger 
organization,  it  may  not  be  necessary  to  tell  every  individual.  Commanders  of  units 
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with  transgender  personnel  are  encouraged  to  consult  members  of  the  Service  Equal¬ 
ity  and  Diversity  staff  about  how  to  approach  education  and  management  in  matters 
associated  with  transgender  service  members. 

The  UK  policy  also  addresses  medical  readiness  and  physical  standards.  Trans¬ 
gender  personnel  are  evaluated  for  medical  readiness  and  deployability  on  a  case-by- 
case  basis  following  a  medical  evaluation.  During  the  transition  period,  specifically 
during  hormone  treatment  and  immediately  before  and  after  surgery,  service  members 
may  receive  a  reduced  Medical  Employment  Standard,  which  restricts  deployability 
and  sea  service  (UK  Ministry  of  Defence,  2009).  Transitioning  service  members  who 
continue  to  meet  physical  standards  throughout  this  period  and  are  able  to  perform 
their  jobs  may  retain  normal  readiness  standards.  Usually,  those  who  do  not  undergo 
hormone  therapy  or  gender  reassignment  surgery  are  able  to  maintain  a  fully  deploy¬ 
able  status  throughout  their  gender  transition  (UK  Ministry  of  Defence,  2009).  Ser¬ 
vice  members  who  are  undergoing  hormone  therapy  are  able  to  deploy,  as  long  as  the 
hormone  dose  is  steady  and  there  are  no  major  side  effects.  However,  deployment  to 
all  areas  may  not  be  possible,  depending  on  the  needs  associated  with  any  medication 
(e.g.,  refrigeration).  Some  service  members  may  also  be  required  to  have  a  psychiat¬ 
ric  evaluation,  but  only  if  they  show  signs  of  mental  health  distress  (UK  Ministry  of 
Defence,  2009).  Individuals  who  have  finished  their  gender  transition  and  can  meet  the 
requirements  of  their  legal  gender  are  considered  fully  deployable.  However,  those  who 
remain  in  a  state  of  reduced  readiness  for  an  extended  period  may  have  to  be  discharged 
(UK  Ministry  of  Defence,  2009).  Importantly,  the  British  military  encourages  indi¬ 
viduals  who  are  in  the  midst  of  their  gender  transition  and  are  considering  joining  the 
military  to  wait  until  the  gender  transition  is  complete  before  joining,  as  the  military 
may  not  always  be  able  to  provide  the  support  the  individual  needs  during  gender 
transition. 

The  specific  physical  standards  a  transitioning  individual  must  meet  during  and 
after  the  gender  transition  period  are  determined  on  a  case-by-case  basis.  The  policy 
allows  that  there  may  be  a  period  of  time — especially  for  individuals  transitioning 
from  female  to  male — during  which  a  service  member  is  not  yet  able  to  meet  the  stan¬ 
dards  of  the  target  gender.  In  these  cases,  medical  staff  and  commanders  may  assess  the 
individual  and  determine  the  appropriate  interim  standards  (UK  Ministry  of  Defence, 
2009).  Once  the  gender  transition  is  considered  “complete,”  personnel  are  required  to 
meet  the  standards  of  the  target  gender  (UK  Ministry  of  Defence,  2009).  However,  the 
policy  recognizes  that  the  point  at  which  the  gender  transition  is  complete  may  vary:  It 
may  be  complete  after  hormone  therapy  or  after  surgery,  or  simply  after  the  individual 
begins  living  as  the  target  gender.  Therefore,  the  policy  continues  to  allow  for  some 
flexibility  in  physical  standards,  even  for  members  at  the  end  of  their  gender  transition 
process  (UK  Ministry  of  Defence,  2009).  Modified  standards  may  be  set  by  medical 
staff  and  commanders,  if  necessary.  Continued  failure  to  meet  whatever  physical  stan- 
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dards  are  determined  to  be  appropriate  (modified  or  otherwise)  can  lead  to  administra¬ 
tive  discharge  (UK  Ministry  of  Defence,  2009). 

The  policy  also  addresses  positions  that  are  “gender-restricted”  or  have  unique 
standards.  The  United  Kingdom  still  has  a  number  of  combat  occupations  closed  to 
women.  Personnel  who  are  transitioning  from  male  to  female  may  not  serve  in  male- 
only  occupations  as  long  as  this  policy  remains  in  place.  Those  transitioning  from 
female  to  male  may  hold  these  jobs,  assuming  that  they  are  able  to  meet  the  physical 
standards  (UK  Ministry  of  Defence,  2009).  Transgender  personnel  may  hold  posi¬ 
tions  that  have  unique  standards  related  to  the  occupation,  as  long  as  they  can  meet 
the  physical  and  other  requirements  for  the  specific  position.  Finally,  according  to  the 
policy,  service  members  may  request  that  their  medals  be  transferred  to  a  new  name  by 
submitting  the  request  in  writing.  They  are  allowed  to  continue  wearing  qualifications 
earned  while  serving  as  their  birth  gender.  However,  this  may  indicate  their  trans¬ 
gender  status  to  others  (UK  Ministry  of  Defence,  2009). 


Effects  on  Cohesion  and  Readiness 

As  indicated  in  Chapter  Six,  while  there  is  limited  research  on  the  effects  of  trans¬ 
gender  personnel  serving  openly  in  foreign  militaries,  the  available  evidence  indicated 
no  significant  effect  on  cohesion,  operational  effectiveness,  or  readiness.  In  the  Aus¬ 
tralian  case,  there  is  no  evidence  and  there  have  been  no  reports  of  any  effect  on  cohe¬ 
sion,  operational  effectiveness,  or  readiness  (Frank,  2010).  In  the  Israeli  case,  there 
has  also  been  no  reported  effect  on  cohesion  or  readiness  (Speckhard  and  Paz,  2014). 
Transgender  personnel  in  these  militaries  report  feeling  supported  and  accommo¬ 
dated  throughout  their  gender  transition,  and  there  has  been  no  evidence  of  any  effect 
on  operational  effectiveness  (Speckhard  and  Paz,  2014).  As  noted  earlier,  command¬ 
ers  report  that  transgender  personnel  perform  their  military  duties  and  contribute  to 
their  units  effectively  (Speckhard  and  Paz,  2014).  Interviews  with  commanders  in  the 
United  Kingdom  also  found  no  effect  on  operational  effectiveness  or  readiness  (Frank, 
2010).  Some  commanders  reported  that  increases  in  diversity  had  led  to  increases  in 
readiness  and  performance.  Interviews  with  these  same  commanders  also  found  no 
effect  on  cohesion,  though  there  were  some  reports  of  resistance  to  the  policy  change 
within  the  general  military  population,  which  led  to  a  less-than-welcoming  environ¬ 
ment  for  transgender  personnel.  However,  this  resistance  was  apparently  short-lived 
(Frank,  2010). 

The  most  extensive  research  on  the  potential  effects  of  openly  serving  trans¬ 
gender  personnel  on  readiness  and  cohesion  has  been  conducted  in  Canada.  This 
research  involved  an  extensive  review  of  internal  defense  reports  and  memos,  an  analy¬ 
sis  of  existing  literature,  and  interviews  with  military  commanders.  It  found  no  evi¬ 
dence  of  any  effect  on  operational  effectiveness  or  readiness.  In  fact,  the  researchers 
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heard  from  commanders  that  the  increased  diversity  improved  readiness  hy  giving 
units  the  tools  to  address  a  wider  variety  of  situations  and  challenges  (Okros  and  Scott, 
2015).  They  also  found  no  evidence  of  any  effect  on  unit  or  overall  cohesion.  However, 
there  have  been  reports  of  bullying  and  hostility  toward  transgender  personnel,  and 
some  sources  have  described  the  environment  as  somewhat  hostile  for  transgender  per¬ 
sonnel  (Okros  and  Scott,  2015). 

To  summarize,  our  review  of  the  limited  available  research  found  no  evidence 
from  Australia,  Canada,  Israel,  or  the  United  Kingdom  that  allowing  transgender  per¬ 
sonnel  to  serve  openly  has  had  any  negative  effect  on  operational  effectiveness,  cohe¬ 
sion,  or  readiness.  However,  it  is  worth  noting  that  the  four  militaries  considered  here 
have  had  fairly  low  numbers  of  openly  serving  transgender  personnel,  and  this  may  be 
a  factor  in  the  limited  effect  on  operational  readiness  and  cohesion. 


Best  Practices  from  Foreign  Militaries 

Several  best  practices  and  lessons  learned  emerged  both  directly  from  research  articles 
describing  the  evolution  of  policy  and  the  experiences  of  foreign  militaries  and  indi¬ 
rectly  from  commonalities  in  the  policies  and  experiences  across  our  four  case  studies. 
The  best  practices  that  extended  across  all  cases  include  the  following: 

The  Importance  of  Leadership 

Sources  from  each  of  our  case-study  countries  stressed  that  leadership  support  was 
important  to  executing  the  policy  change.  Leaders  provided  the  impetus  to  draft  and 
implement  new  policies  and  were  integral  to  communicating  a  message  of  inclusion  to 
the  entire  force.  Supportive  leaders  were  also  important  in  holding  accountable  those 
personnel  who  participated  in  discrimination  (Okros  and  Scott,  2015;  Speckhard  and 
Paz,  2014).  Each  of  the  cases  underscores  the  importance  of  having  strong  leadership 
support  to  back  and  enforce  the  policy  change,  along  with  clearly  written  policies  that 
are  linked  to  national  policy  wherever  possible  (Frank,  2010).  The  militaries  found  that 
presenting  a  “business  case”  for  diversity  and  emphasizing  the  advantages  of  an  inclu¬ 
sive  military,  including  better  retention  and  recruiting,  can  help  reduce  resistance  to  a 
policy  change  (Frank,  2010). 

Awareness  Through  Broad  Diversity  Training 

The  most  effective  way  to  educate  the  force  on  matters  related  to  transgender  person¬ 
nel  is  to  integrate  training  on  these  matters  into  the  diversity  and  harassment  training 
already  given  to  the  entire  force.  This  training  addresses  all  forms  of  harassment  and 
bullying,  including  that  based  on  religion,  race,  and  ethnicity  (Frank,  2010;  Okros  and 
Scott,  2015;  Belkin  and  McNichol,  2000-2001). 
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In  the  four  cases  we  reviewed  in-depth,  we  found  that  targeting  only  commanders 
with  training  and  information  on  what  it  means  to  he  transgender  is  not  as  effective 
in  fostering  an  inclusive  and  supportive  environment  as  training  that  targets  the  entire 
force  and  is  integrated  into  broader  forcewide  diversity  training.  The  foreign  militaries 
that  we  examined  train  not  only  units  with  transitioning  individuals  hut  also  the  entire 
force  hy  including  gender  identity  alongside  sexual  orientation,  religion,  ethnicity,  and 
other  markers  of  difference  in  diversity  training  and  education.  However,  efforts  must 
he  made  simultaneously  to  protect  the  privacy  of  transitioning  service  members.  In 
some  cases,  telling  a  unit  that  a  transgender  member  is  arriving  before  that  individual 
arrives  can  be  counterproductive  (Frank,  2010). 

The  Importance  of  an  Inclusive  Environment 

An  all-inclusive  military  environment — not  just  as  it  pertains  to  transgender  personnel, 
sexual  orientation,  or  gender  identity,  but  a  culture  that  embraces  diversity — can  sup¬ 
port  the  integration  of  openly  serving  transgender  personnel.  In  this  context,  gender 
identity  is  just  one  marker  of  diversity.^ 

Ensuring  Availability  of  Subject-Matter  Experts  to  Advise  Commanders 

Most  of  the  four  countries  we  examined  in-depth  also  make  subject-matter  experts  (e.g., 
chaplains,  psychiatrists)  and  gender  advisers  (individuals  who  have  special  training  in 
gender  awareness  and  gender  mainstreaming  in  the  military  context)  available  to  com¬ 
manders  tasked  with  the  integration  of  transgender  personnel.  Gender  advisers  were 
originally  intended  to  deal  primarily  with  issues  associated  with  integrating  women 
into  male-dominated  military  environments,  but  they  could  also  help  with  other 
gender-related  matters,  including  transgender  personnel  policy.  They  serve  directly 
within  military  units  and  are  a  readily  available  resource  to  commanders.  Adopting  a 
similar  practice  of  integrating  advisers  with  expertise  in  the  area  of  transgender  person¬ 
nel  policy  and  gender  transition-related  matters  might  also  support  the  integration  of 
transgender  service  members  in  the  U.S.  military. 


Lessons  Learned  and  Issues  to  Consider  for  U.S.  Military  Policy 

Based  on  these  best  practices  and  the  broader  experiences  of  four  foreign  militaries, 
there  are  some  key  lessons  to  be  learned  and  possible  issues  to  consider  when  crafting 
U.S.  military  transgender  personnel  policy.  First,  in  each  of  the  four  foreign  militaries, 
there  were  some  reports  of  resistance,  bullying,  and  harassment  of  transgender  person¬ 
nel  who  made  their  gender  transition  public.  This  harassment  ranged  from  exclusion  to 
more  aggressive  behavior.  In  most  cases,  this  behavior  was  relatively  limited;  however. 


^  Remarks  by  a  Canadian  subject-matter  expert  in  a  phone  discussion  with  RAND  researchers,  November  2015. 
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in  some  cases,  it  did  contribute  to  a  hostile  work  environment  for  transgender  person¬ 
nel  and  had  the  effect  of  discouraging  these  personnel  from  being  open  about  their 
gender  transition  or  gender  identity  (Okros  and  Scott,  2015;  Frank,  2010).  Although 
the  foreign  militaries  we  examined  tended  to  adopt  a  policy  of  no  tolerance  for  this 
type  of  harassment,  some  bullying  behavior  may  have  gone  unreported  (Okros  and 
Scott,  2015;  Frank,  2010).  In  the  case  of  Canada,  the  issue  of  restrooms  for  transgender 
personnel  is  an  ongoing  topic  of  discussion,  and  restrooms  have  been  a  common  site  of 
harassment  and  discrimination  (Okros  and  Scott,  2015). 

A  second  lesson  learned  is  related  to  problems  caused  by  the  lack  of  an  explicit, 
clearly  written  policy.  For  instance,  in  the  IDF,  without  a  clear  policy,  some  transitioning 
individuals  are  placed  in  difficult  and  uncomfortable  situations.  For  example,  in  some 
cases,  personnel  who  have  been  permitted  to  begin  hormone  therapy  cannot  be  housed 
with  members  of  their  target  gender  or  grow  their  hair  and  fingernails  (in  the  case  of 
individuals  transitioning  from  male  to  female).  Others  have  been  isolated,  assigned  to 
separate  housing,  or  asked  to  use  separate  restrooms  (Speckhard  and  Paz,  2014).  Recog¬ 
nizing  these  challenges,  IDF  leadership  is  working  to  design  a  clear  and  explicit  policy. 
In  the  Israeli  case,  transgender  individuals  were  allowed  to  serve  openly  before  a  formal 
policy  was  written.  Only  when  it  was  faced  with  questions  about  the  integration  of 
transgender  personnel  did  the  IDF  begin  to  create  a  formal  policy.*"  In  Canada,  a  similar 
policy  gap  arose  when  transgender  personnel  were  allowed  to  serve  openly  following  a 
national  policy  revision  that  ended  discrimination  based  on  sexual  orientation  or  gender. 
However,  the  focus  at  that  point  was  on  gay  and  lesbian  service  members,  and  no  formal 
policy  was  created  to  address  transgender  personnel  explicitly.  When  matters  related  to 
the  medical  care  of  transgender  personnel  arose,  Canadian  defense  leaders  developed 
a  policy  that  just  addressed  this  narrow,  pressing  issue,  and  did  not  develop  policies 
to  address  the  other  matters  (e.g.,  housing,  restrooms,  name  changes).  Commanders 
complained  that  the  original  policy  was  too  vague  and  lacked  sufficient  details.  A  new, 
revised  policy  was  written  in  2012,  and  commanders  have  responded  with  positive  feed- 
back.7  The  lack  of  a  clear,  written  policy  has  also  been  an  issue  in  Australia. 

A  third  and  final  issue  that  has  come  up  in  at  least  two  of  the  countries  we  sur¬ 
veyed  is  that  of  awards  and  medals.  In  the  UK  case,  medals  and  awards  received  prior 
to  gender  transition  can  be  transferred  to  the  service  member’s  post-transition  name 
(UK  Ministry  of  Defence,  2009).  In  the  Canadian  case,  this  is  not  possible,  and  the 
awards  remain  associated  only  with  the  original  name.  This  is  a  cause  for  concern 
among  transgender  personnel  in  the  Canadian  military,  but  Canadian  officials  have 
responded  that  they  cannot  rewrite  history  (Okros  and  Scott,  2015).  This  is  a  policy 
area  that  the  United  States  should  consider  alongside  other  administrative  policies. 


*"  Remarks  by  a  Canadian  subject-matter  expert  in  a  phone  discussion  with  RAND  researchers,  November  2015. 
^  Remarks  by  a  Canadian  subject-matter  expert  in  a  phone  discussion  with  RAND  researchers,  November  2015. 


CHAPTER  EIGHT 


Which  DoD  Policies  Would  Need  to  Be  Changed  if 
Transgender  Service  Members  Are  Allowed  to  Serve 
Openly? 


This  chapter  reviews  DoD  accession,  retention,  separation,  and  deployment  policies 
and  provides  an  assessment  of  the  impact  of  changes  required  to  allow  transgender 
personnel  to  serve  openly.  For  our  analysis  of  DoD  policies,  we  reviewed  20  current 
accession,  retention,  separation,  and  deployment  regulations  across  the  services  and  the 
Office  of  the  Secretary  of  Defense.  We  also  reviewed  16  other  regulations  that  have 
been  replaced  by  more  recent  regulations  or  did  not  mention  transgender  policies.* 
DoDI  6130.03  establishes  medical  standards  for  entry  into  military  service,  including 
a  list  of  disqualifying  physical  and  mental  conditions,  some  of  which  are  transgender- 
related.2  Current  DoD  policy  also  authorizes,  but  no  longer  requires,  the  discharge  of 
transgender  personnel  for  reasons  related  to  both  medical  conditions  that  generate  dis¬ 
abilities,  as  well  as  mental  health  concerns.^  However,  a  July  2015  directive  from  the 
Office  of  the  Secretary  of  Defense  elevated  decisions  to  administratively  separate  trans¬ 
gender  service  members  to  the  Office  of  the  Under  Secretary  of  Defense  for  Personnel 
and  Readiness  (DoD,  2015b). 

Note  that  our  review  focused  on  transgender-specific  DoD  instructions  that 
may  contain  unnecessarily  restrictive  conditions  and  reflect  outdated  terminology 
and  assessment  processes.  However,  in  simply  removing  these  restrictions,  DoD  could 
inadvertently  affect  overall  standards.  While  we  focus  on  reforms  to  specific  instruc- 


*  These  additional  policies  are  listed  in  Appendix  D. 

^  The  instruction  specifies  conditions  that  disqualify  accessions,  including  “current  or  history  of  psychosexual 
conditions,  including  but  not  limited  to  transsexualism,  exhibitionism,  transvestism,  voyeurism,  and  other  para¬ 
philias”;  “history  of  major  abnormalities  or  defects  of  the  genitalia  including  but  not  limited  to  change  of  sex, 
hermaphroditism,  pseudohermaphroditism,  or  pure  gonadal  dysgenesis”;  and  “history  of  major  abnormalities  or 
defects  of  the  genitalia  such  as  change  of  sex,  hermaphroditism,  pseudohermaphroditism,  or  pure  gonadal  dys¬ 
genesis”  (DoDI  6130.03,  2011,  enclosure  4). 

^  “Sexual  gender  and  identity  disorders”  are  specified  as  medical  conditions  that  may  generate  disabilities  under 
DoDI  1332.38,  enclosure  5  (2006).  Mental  health  conditions  are  specified  in  DoDI  1332.14  (2014)  and  DoDI 
1332.30  (2013)  for  enlisted  and  officers,  respectively.  DoDI  1332.18,  issued  on  August  5,  2014,  updated  these 
guidelines  and  established  general  criteria  for  referral  for  disability  evaluation  and  defers  to  service-specific  stan¬ 
dards  for  retention.  However,  a  recent  review  of  this  revision  suggests  that  service-specific  regulations  may  still 
disqualify  transgender  personnel,  and  the  new  guidance  may  not  overrule  those  service  policies  (Pollock  and 
Minter,  2014). 
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tions  and  directives,  we  note  that  DoD  may  wish  to  conduct  a  more  expansive  review 
of  personnel  policies  to  ensure  that  individuals  who  join  and  remain  in  service  can 
perform  at  the  desired  level,  regardless  of  gender  identity. 


Accession  Policy 

The  language  pertaining  to  transgender  individuals  in  accession  instructions  does  not 
match  that  used  in  DSM-S."*  This  results  in  restrictions  in  DoD  policy  that  do  not 
match  current  medical  understanding  of  gender  identity  issues  and  thus  may  he  mis¬ 
applied  or  difficult  to  interpret  in  the  context  of  current  medical  treatments  and  diag¬ 
noses.  Under  current  guidelines,  otherwise  qualihed  individuals  could  he  excluded  for 
conditions  that  are  unlikely  to  affect  their  military  service,  and  individuals  with  true 
restrictions  may  he  more  difficult  to  screen  for  and  identify.  Modernizing  the  termi¬ 
nology  to  match  current  psychological  and  medical  understanding  of  gender  identity 
would  help  ensure  that  existing  procedures  do  not  inadvertently  exclude  otherwise 
qualified  individuals  who  might  want  to  join  the  military.  We  recommend  that  DoD 
review  and  revise  the  language  to  match  the  DSM-5  for  conditions  related  to  mental 
fitness  so  that  mental  health  screening  language  matches  current  disorders  and  facili¬ 
tates  appropriate  screening  and  review  processes  for  disorders  that  may  affect  fitness  for 
duty.  Similarly,  physical  fitness  standards  should  specify  physical  requirements,  rather 
than  physical  conditions.  Finally,  the  physical  fitness  language  should  clarify  when  in 
the  transition  process  the  service  member’s  target  gender  requirements  will  begin  to 
apply. 


Retention  Policy 

We  recommend  that  DoD  expand  and  enhance  its  guidance  and  directives  to  clar¬ 
ify  and  adjust,  where  necessary,  standards  for  retention  of  service  members  during 
and  after  gender  transition.  Evidence  from  Canada  and  Australia  suggests  that  trans¬ 
gender  personnel  may  need  to  be  held  medically  exempt  from  physical  fitness  testing 
and  requirements  during  transition  (Canadian  Armed  Forces,  2012;  Royal  Australian 
Air  Force,  2015).  However,  after  completing  transition,  the  service  member  could  be 
required  to  meet  the  standards  of  the  acquired  gender.  The  determination  of  when  the 
service  member  is  “medically  ready”  to  complete  the  physical  fitness  test  occurs  on  a 
case-by-case  basis  and  is  typically  made  by  the  unit  commander. 


^  Two  key  changes  are  that  the  term  transsexualism  has  been  replaced,  and  gender  dysphoria  is  no  longer  in  the 
chapter  “Sexual  Desire  Disorders,  Sexual  Dysfunctions,  and  Paraphilias”  but,  rather,  has  its  own  chapter  (Mil- 
hiser,  2014). 
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Separation  Policy 

DoD  may  wish  to  revise  the  current  separation  process  based  on  lessons  learned  from 
the  repeal  of  Don’t  Ask,  Don’t  Tell.  The  current  process  relies  on  administrative  deci¬ 
sions  outside  the  purview  of  the  standard  medical  and  physical  review  process.  This 
limits  the  available  documentation  and  opportunities  for  review,  and  it  could  prove 
burdensome  if  transgender-related  discharges  become  subject  to  re-review.  When  med¬ 
ically  appropriate,  DoD  may  wish  to  establish  guidance  on  when  and  how  such  dis¬ 
charge  reviews  should  be  handled.  We  also  recommend  that  DoD  develop  and  dissem¬ 
inate  clear  criteria  for  assessing  whether  transgender-related  conditions  may  interfere 
with  duty  performance. 


Deployment  Policy 

Deployment  conditions  vary  signihcantly  based  on  the  unique  environment  of  each 
deployment,  with  some  deployed  environments  able  to  accommodate  transgender  indi¬ 
viduals,  even  those  who  are  undergoing  medical  treatments.  Moreover,  recent  medical 
advancements  can  minimize  the  invasiveness  of  treatments  and  allow  for  telemedicine 
or  other  forms  of  remote  medical  care.  Given  medical  and  technological  advances, 
DoD  may  wish  to  adjust  some  of  its  processes  and  deployment  restrictions  to  mini¬ 
mize  the  impact  on  readiness.  For  example,  current  regulations  specify  that  condi¬ 
tions  requiring  regular  laboratory  visits  make  service  members  ineligible  for  deploy¬ 
ment,  including  all  service  members  who  are  receiving  hormone  treatments, ^  since 
such  treatments  require  laboratory  monitoring  every  three  months  for  the  first  year 
as  hormone  levels  stabilize  (Hembree  et  ah,  2009;  Elders  et  ah,  2014).  Such  a  change 
would  require  DoD  to  either  permit  more  flexible  monitoring  strategies'^  or  provide 
training  to  deployed  medical  personnel.^  Similarly,  the  use  of  refrigerated  medications 
is  a  disqualifying  condition  for  deployment,®  even  though  nearly  all  hormone  therapies 
are  available  in  other  formats  that  do  not  require  refrigeration. 


^  Current  regulations  state  that  “medications  that  require  laboratory  monitoring  or  special  assessment  of  a  type 
or  frequency  that  is  not  available  or  feasible  in  a  deployed  environment”  disqualify  an  individual  from  deploy¬ 
ment  (Office  of  the  Assistant  Secretary  of  Defense  for  Health  Affairs,  2013,  p.  3). 

Some  experts  suggest  that  alternatives,  such  as  telehealth  reviews,  would  address  this  issue  for  rural  popula¬ 
tions  with  limited  access  to  medical  care  (see,  for  example,  WPATH,  2011). 

^  “Independent  duty  corpsmen,  physician  assistants,  and  nurses  can  supervise  hormone  treatment  initiated  hy  a 
physician”  (Elders  et  ah,  2014). 

®  The  memo  issued  by  the  Office  of  the  Assistant  Secretary  of  Defense  for  Health  Affairs  states,  “Medications 
that  disqualify  an  individual  for  deployment  include  .  .  .  [m]edications  that  have  special  storage  considerations, 
such  as  refrigeration  (does  not  include  those  medications  maintained  at  medical  facilities  for  inpatient  or  emer¬ 
gency  use)”  (Office  of  the  Assistant  Secretary  of  Defense  for  Health  Affairs  2013,  p.  3). 


CHAPTER  NINE 

Conclusion 


By  many  measures,  there  are  currently  serving  U.S.  military  personnel  who  are  trans¬ 
gender.  Overall,  our  study  found  that  the  number  of  U.S.  transgender  service  mem¬ 
bers  who  are  likely  to  seek  transition-related  care  is  so  small  that  a  change  in  policy 
will  likely  have  a  marginal  impact  on  health  care  costs  and  the  readiness  of  the  force. 
We  estimate,  based  on  state-level  surveys  of  transgender  prevalence,  that  between 
1,320  and  6,630  transgender  personnel  may  be  serving  in  the  AC,  and  830-4,160 
may  be  serving  in  the  SR.  Estimates  based  on  studies  from  multiple  states,  weighted 
for  population  and  the  gender  distribution  in  the  military,  imply  that  there  are  around 
2,450  transgender  service  members  in  the  AC  and  1,510  in  the  SR.' 

However,  only  a  small  proportion  of  these  service  members  will  seek  gender 
transition-related  treatment  each  year.  Employing  utilization  and  cost  data  from 
the  private  health  insurance  system,  we  estimated  the  potential  impact  of  providing 
this  care  to  openly  serving  transgender  personnel  on  AC  health  care  utilization  and 
costs.  Directly  applying  private  health  insurance  utilization  rates  to  the  AC  military 
population  indicated  that  a  very  small  number  of  service  members  will  access  gender 
transition-related  care  annually.  Our  estimates  based  on  private  health  insurance  data 
ranged  from  a  lower-bound  estimate  of  29  AC  service  members  to  an  upper-bound 
estimate  of  129  annually  using  care,  including  those  seeking  both  surgical  and  other 
medical  treatments. 

Using  estimates  from  two  states  and  adjusting  for  the  male/female  AC  dis¬ 
tribution,  we  also  estimate  a  total  of  45  gender  transition-related  surgeries,  with 
50  service  members  initiating  transition-related  hormone  therapy  annually  in  the  AC.^ 
We  estimate  30  gender  transition-related  surgeries  and  25  service  members  initiating 
hormone  therapy  treatments  in  the  SR.  These  are  likely  to  be  upper-bound  estimates, 
given  the  nonrepresentative  sample  selection  procedures  used  in  the  NTDS.  Further¬ 
more,  the  best  prevalence  estimates  that  we  were  able  to  identify  were  from  two  of  the 
more  transgender-tolerant  states  in  the  country,  and  the  empirical  evidence  that  trans- 


'  Estimates  are  based  on  FY  2014  AC  and  SR  personnel  numbers. 

^  For  hormone  therapy  recipients,  the  number  of  treatments  and  recipients  is  the  same,  and  these  estimates  can 
be  treated  as  counts  of  individuals. 
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gender  prevalence  is  higher  in  the  military  than  in  the  general  population  is  weak.  As 
a  point  of  comparison,  we  also  compared  these  estimated  values  to  mental  health  utili¬ 
zation  in  the  AC  population  overall.  Using  data  from  McKihhen  et  al.  (2013),  we  cal¬ 
culated  that  approximately  278,517  AC  service  members  accessed  mental  health  care 
treatment  in  2014,  the  implication  being  that  health  care  for  the  transgender  popula¬ 
tion  will  be  a  very  small  part  of  the  total  health  care  provided  to  AC  service  members 
across  the  MHS. 

With  respect  to  health  care  costs,  actuarial  estimates  from  the  private  health 
insurance  sector  indicate  that  covering  gender  transition-related  care  for  transgender 
employees  increased  premiums  by  less  than  1  percent.  Taking  a  weighted  average  of 
the  identihed  firm-level  data,  we  estimate  that  covering  transgender-related  care  for 
service  members  will  increase  the  U.S.  military’s  AC  health  care  spending  by  only 
0.038-0.054  percent.  Using  these  baseline  estimates,  we  estimate  that  MHS  health 
care  costs  will  increase  by  between  $2.4  million  and  $8.4  million.  These  numbers  rep¬ 
resent  only  a  small  proportion  of  FY  2014  AC  health  care  expenditures  ($6.27  billion) 
and  the  FY  2014  Unified  Medical  Program  budget  ($49.3  billion).  This  is  consistent 
with  our  estimate  of  relatively  low  AC  rates  of  gender  transition-related  health  care 
utilization  in  the  MHS. 

Similarly,  when  considering  the  impact  on  readiness,  we  found  that  using  either 
the  prevalence-based  approach  or  the  utilization-based  approach  yielded  an  estimate  of 
less  than  0.0015  percent  of  total  labor-years  likely  to  be  affected  by  a  change  in  policy. 
This  is  much  smaller  than  the  current  lost  labor-years  due  to  medical  care  in  the  Army 
alone. 

Even  if  transgender  personnel  serve  in  the  military  at  twice  the  rate  of  their  preva¬ 
lence  in  the  general  population  and  we  use  the  upper-bound  rates  of  health  care  utili¬ 
zation,  the  total  proportion  of  the  force  that  is  transgender  and  would  seek  treatment 
would  be  less  than  0.1  percent,  with  fewer  than  130  AC  surgical  cases  per  year  even 
at  the  highest  utilization  rates.  Given  this,  true  usage  rates  from  civilian  case  studies 
imply  only  30  treatments  in  the  AC,  suggesting  that  the  total  number  of  individu¬ 
als  seeking  treatment  may  be  substantially  smaller  than  0.1  percent  of  the  total  force. 
Thus,  we  estimate  the  impact  on  readiness  to  be  negligible. 

We  conclude  with  some  general  recommendations  and  insights  based  on  the  expe¬ 
riences  of  foreign  militaries  that  permit  transgender  individuals  to  serve  openly — spe¬ 
cifically,  Australia,  Canada,  Israel,  and  the  United  Kingdom.  Our  case  studies  provide 
some  guidance  that  policymakers  should  consider  as  they  develop  policies  to  govern 
the  employment  of  transgender  personnel  in  the  U.S.  military.  These  cases  also  sug¬ 
gested  a  number  of  key  implementation  practices  if  a  decision  is  made  to  allow  trans¬ 
gender  service  members  to  serve  openly: 

•  Ensure  strong  leadership  support. 

•  Develop  an  explicit  written  policy  on  all  aspects  of  the  gender  transition  process. 
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Provide  education  and  training  to  the  rest  of  the  force  on  transgender  personnel 
policy,  hut  integrate  this  training  with  other  diversity-related  training  and  educa¬ 
tion. 

Develop  and  enforce  a  clear  anti-harassment  policy  that  addresses  harassment 
aimed  at  transgender  personnel  alongside  other  forces  of  harassment. 

Make  suhject-matter  experts  and  gender  advisers  serving  within  military  units 
available  to  commanders  seeking  guidance  or  advice  on  gender  transition-related 
issues. 

Identify  and  communicate  the  benefits  of  an  inclusive  and  diverse  workforce. 


APPENDIX  A 

Terminology 


Augmentation  mammoplasty:  breast  augmentation  involving  implants  or  lipofilling 
Buccal  administration:  placement  of  medication  between  the  gums  and  cheek 
Chest  surgery:  surgery  to  create  a  contoured,  male-looking  chest 
Clitoroplasty:  surgical  creation/restoration  of  a  clitoris 

Cross-dresser:  someone  who  dresses  in  the  clothes  of  the  other  gender,  not  always  on  a 
full-time  basis 

Female-to-male:  those  assigned  female  sex  at  birth  who  identify  as  male;  transgender 
men;  transmen 

Gender:  an  individual’s  gender  identity,  which  is  influenced  by  societal  norms  and 
expectations;  public,  lived  role  as  male  or  female 

Gender  assignment:  initial  assignment  at  birth  as  male  or  female;  yields  “natal  gender” 

(APA,  2013,  p.  451) 

Gender  atypical:  behaviors  not  typical  for  one’s  gender  “in  a  given  society  and 
historical  era”  (APA,  2013,  p.  451) 

Gender  identity:  “one’s  inner  sense  of  one’s  own  gender,  which  may  or  may  not  match 
the  sex  assigned  at  birth”  (Office  of  Personnel  Management,  2015,  p.  2) 

Gender  dysphoria:  “discomfort  or  distress  that  is  caused  by  a  discrepancy  between  a 
person’s  gender  identity  and  that  person’s  sex  assigned  at  birth  (and  the  associated 
gender  role  and/or  primary  and  secondary  sex  characteristics)”  (WPATH,  2011,  p.  2). 

Gender  nonconformity:  “the  extent  to  which  a  person’s  gender  identity,  role,  or 
expression  differs  from  the  cultural  norms  prescribed  for  people  of  a  particular  sex” 
(WPATH,  2011,  p.  5,  citing  Institute  of  Medicine  definition) 

Gender  transition— related  surgery/gender-confirming  surgery  hex  reassignment  surgery: 
surgery  to  mitigate  distress  associated  with  gender  dysphoria  by  aligning  sex 
characteristics  with  gender  identity 
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Genderqueer:  those  who  “define  their  gender  outside  the  construct  of  male  or  female, 
such  as  having  no  gender,  being  androgynous,  or  having  elements  of  multiple 
genders”  (Roller,  Sedlak,  and  Draucker,  2015,  p.  417) 

Gluteal  augmentation:  buttocks  augmentation  involving  implants  or  lipofilling 

Hormone  therapy:  “the  administration  of  exogenous  endocrine  agents  to  induce 
feminizing  or  masculinizing  changes”  (WPATH,  2011,  p.  33) 

Hysterectomy:  surgery  to  remove  the  uterus 

Intersex:  “a  general  term  used  for  a  variety  of  conditions  in  which  a  person  is  born 
with  a  reproductive  or  sexual  anatomy  that  doesn’t  seem  to  fit  the  typical  definitions 
of  female  or  male”  (Intersex  Society  of  North  America,  undated) 

Labiaplasty:  plastic  surgery  for  altering  or  creating  the  labia 

Lipofilling:  injection  of  fat  rather  than  artificial  implants 

Male-to-female:  those  assigned  male  sex  at  birth  who  identify  as  female;  transgender 
females;  transwomen 

Mastectomy:  surgical  removal  of  one  or  both  breasts 

Metoidioplasty:  surgically  relocating  a  clitoris  that  has  been  enlarged  by  hormone 
therapy  to  a  more  forward  position  that  more  closely  resembles  that  of  a  penis; 
average  length  is  1.5-2  inches 

Oophorectomy:  surgical  removal  of  one  or  both  ovaries 
Orchiectomy:  surgical  removal  of  one  or  both  testicles 
Ovariectomy:  surgical  removal  of  one  or  both  ovaries 

Parenteral  administration:  intravenous  injection  (into  a  vein)  or  intramuscular 
infusion  (into  muscle)  of  medication 

Penectomy:  surgical  removal  of  the  penis 

Phalloplasty:  surgical  creation/reconstruction  of  a  penis  using  one  of  a  variety  of 
techniques  including  free  or  pedicled  (attached)  flap  (see  Rashid  and  Tamimy,  2013) 

Primary  sex  characteristics:  physical  characteristics/sex  organs  directly  involved  in 
reproduction 

Salpingo-oophorectomy:  removal  of  the  ovaries  and  fallopian  tubes 

Scrotoplasty:  surgical  creation/reconstruction  of  testicles;  in  transmen,  native  labia 
tissue  is  used;  testicular  implants  can  be  used 

Secondary  sex  characteristics:  physical  characteristics  that  appear  at  puberty  and  vary 
by  sex  but  are  not  directly  involved  in  reproduction  (e.g.,  breasts) 
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Sex:  a  person’s  biological  status  as  male  or  female  based  on  chromosomes,  gonads, 
hormones,  and  genitals  (intersex  is  a  rare  exception) 

Sexual  orientation:  sexual  identity  in  relation  to  the  gender  to  which  someone  is 
attracted:  heterosexual,  homosexual,  or  bisexual 

Thyroid  chondroplasty:  removal  or  reduction  of  the  Adam’s  apple 

Transdermal  administration:  delivery  of  medication  across  the  skin  with  patches 

Transgender:  “an  umbrella  term  used  for  individuals  who  have  sexual  identity  or 
gender  expression  that  differs  from  their  assigned  sex  at  birth”  (Roller,  Sedlak,  and 
Draucker,  2015,  p.  417) 

Transsexual:  someone  whose  gender  identity  is  inconsistent  with  their  assigned  sex 
and  who  desires  to  permanently  transition  their  physical  characteristics  to  match 
their  inner  sense  of  their  own  gender 

Urethroplasty:  surgical  reconstruction  or  fabrication  of  the  urethra. 

Vaginectomy  (colpectomy):  surgical  removal  of  all  or  part  of  the  vagina 
Vaginoplasty:  surgical  creation/reconstruction  of  a  vagina 
Vulvoplasty:  surgical  creation/reconstruction  of  the  vulva 
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History  of  DSM  Terminology  and  Diagnoses 


A  brief  historical  understanding  of  the  evolving  diagnostic  nomenclature  pertaining  to 
transgender  status  is  important  to  discussions  of  related  health  care.  DSM-III  (APA, 
1980)  first  contained  the  diagnosis  of  transsexualism.  DSM-III-R  (APA,  1987)  intro¬ 
duced  gender  identity  disorder,  non-transsexual  type.  In  DSM-IV  (APA,  1994),  these 
two  diagnoses  were  merged  and  called  gender  identity  disorder.  Gender  identity  disor¬ 
der,  together  with  the  paraphilias  (disorders  of  extreme,  dangerous,  or  abnormal  sexual 
desire,  including  transvestic  fetishism,  sometimes  referred  to  as  cross-dressing),  consti¬ 
tuted  the  DSM-IV  section  “Sexual  and  Gender  Identity  Disorders.” 

With  DSM-5  (APA,  2013)  came  the  migration  from  gender  identity  disorder  to 
gender  dysphoria.  The  clinical  significance  of  the  shift  in  DSM-5  was  great:  For  the  first 
time,  without  accompanying  symptoms  of  distress,  transgender  individuals  were  no 
longer  considered  to  have  a  diagnosable  mental  disorder.  The  historical  parallel  with 
homosexuality  is  hard  to  miss:  In  1980,  DSM-III  similarly  normalized  the  DSM-II 
diagnosis  of  homosexuality,  moving  instead  to  ego-dystonic  homosexuality,  a  diagno¬ 
sis  reserved  only  for  gay  persons  who  felt  related  distress.  In  the  next  DSM  iteration, 
DSM-III-R,  all  reference  to  homosexuality  as  a  diagnostic  term  was  removed.  In  the 
aftermath  of  depathologizing  gender  nonconformity,  a  similar  move  relating  to  trans¬ 
gender  status  appears  to  be  underway. 

As  noted  in  this  report,  there  is  a  consensus  among  clinicians  and  their  profes¬ 
sional  organizations  that  transition-related  treatment  with  hormones  or  surgery  consti¬ 
tutes  necessary  health  care,  though  there  is  a  divide  over  whether  it  serves  as  “a  strategy 
to  diminish  the  serious  suffering”  of  the  patient  or  “a  method  to  assist  people  in  finding 
self-actualization”  (Gijs  and  Brewaeys,  2007,  p.  184).  The  conclusion  that  transition- 
related  surgery  “is  an  effective  treatment  for  gender  identity  disorder  in  adults”  is  based 
primarily  on  retrospective  studies  of  satisfaction  rather  than  randomized  controlled 
trials  or  prospective  studies  (Gijs  and  Brewaeys,  2007,  p.  199).  The  prevalence  of  post¬ 
operative  regret  is  very  low,  though  “little  empirical  research  has  been  done”  on  related 
risk  and  protective  factors  (Gijs  and  Brewaeys,  2007,  pp.  201,  204).  Overall,  surgery 
is  considered  “the  most  appropriate  treatment  to  alleviate  the  suffering  of  extremely 
gender  dysphoric  individuals,”  but  rigorous  controlled- outcome  studies  evaluating  its 
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effectiveness  should  be  conducted  despite  feasibility  and  ethical  challenges  (Gijs  and 
Brewaeys,  2007,  pp.  215-216;  Buchholz,  2015,  p.  1786). 


DSM-5  Diagnostic  Criteria:  Gender  Dysphoria  in  Adolescents  and  Adults  302.85 
(F64.1) 

A.  A  marked  incongruence  between  one's  experienced/expressed  gender  and  assigned  gender, 

of  at  least  6  months'  duration,  as  manifested  by  at  least  two  of  the  following: 

1.  A  marked  incongruence  between  one's  experienced/expressed  gender  and  primary 
and/or  secondary  sex  characteristics  (or  in  young  adolescents,  the  anticipated  second¬ 
ary  sex  characteristics). 

2.  A  strong  desire  to  be  rid  of  one's  primary  and/or  secondary  sex  characteristics  because 
of  a  marked  incongruence  with  one's  experienced/expressed  gender  (or  in  young  ado¬ 
lescents,  a  desire  to  prevent  the  development  of  the  anticipated  secondary  sex  charac¬ 
teristics). 

3.  A  strong  desire  for  the  primary  and/or  secondary  sex  characteristics  of  the  other  gender. 

4.  A  strong  desire  to  be  of  the  other  gender  (or  some  alternative  gender  different  from 
one's  assigned  gender). 

5.  A  strong  desire  to  be  treated  as  the  other  gender  (or  some  alternative  gender  different 
from  one's  assigned  gender). 

6.  A  strong  conviction  that  one  has  the  typical  feelings  and  reactions  of  the  other  gender 
(or  some  alternative  gender  different  from  one's  assigned  gender). 

B.  The  condition  is  associated  with  clinically  significant  distress  or  impairment  in  social,  occupa¬ 
tional,  or  other  important  areas  of  functioning. 
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Treatments  for  Gender  Dysphoria 


In  this  appendix,  we  provide  additional  details  about  psychosocial,  pharmacologic, 
surgical,  and  other  treatments  for  gender  dysphoria  (GD). 

Psychotherapy 

The  emphasis  of  psychotherapy  for  this  population  today  is  on  “affirming  a  unique 
transgender  identity,”  rather  than  focusing  on  gender  transition  (Institute  of  Medi¬ 
cine,  2011,  p.  52).  Mental  health  professionals  can  also  help  patients  presenting  with 
GD  navigate  the  process  of  coming  out  to  family,  friends,  and  peers;  treat  comorbid 
mental  health  conditions;'  weigh  options  related  to  gender  identity,  gender  expres¬ 
sion,  and  transition-related  treatment  interventions;  and  conduct  assessments,  make 
referrals,  and  guide  preparation  for  and  provide  support  through  the  transition-related 
treatment  process  (WPATH,  2011,  pp.  22-26).  Referral  from  a  mental  health  profes¬ 
sional  is  necessary  under  the  standards  of  care  for  those  seeking  breast/chest  or  genital 
surgeries,  and  the  latter  also  requires  conhrmation  from  an  independent  mental  health 
provider  (WPATH,  2011,  p.  27).  Mental  health  providers  may  also  serve  an  important 
role  on  behalf  of  their  patients  by  providing  education  and  advocacy  within  the  com¬ 
munity  and  supporting  changes  to  identity  documents  (WPATH,  2011,  p.  31). 

Of  note,  treatment  aimed  at  changing  one’s  gender  identity  to  align  with  the  sex 
assigned  at  birth  has  proven  unsuccessful  and  is  no  longer  considered  ethical  care; 
mental  health  providers  who  are  unwilling  or  unable  to  provide  appropriate  care  should 
refer  patients  to  a  provider  who  is  (WPATH,  2011,  p.  32). 

Hormone  Therapy 

Hormone  therapy  is  necessary  for  many  individuals  with  GD  (WPATH,  2011,  p.  33). 
It  has  two  major  goals:  (1)  reduce  naturally  occurring  hormones  to  minimize  second¬ 
ary  sex  characteristics  and  (2)  maximize  desired  feminization/masculinization  using 
the  principles  and  medications  used  for  hormone  replacement  in  non-transgender 
patients  who  do  not  produce  enough  hormones,  such  as  women  who  have  had  hyster- 


'  Co-occurring  mental  health  conditions  could  range  from  anxiety  and  depression,  which  are  common  among 
the  transgender  population,  to  more  severe  and  rare  illnesses,  such  as  schizophrenia  or  bipolar  disorder. 
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ectomies  or  men  with  low  testosterone  (WPATH,  2011,  p.  33;  Hembree  et  al.,  2009). 
As  with  most  medications,  there  are  risks,  which  may  increase  in  the  presence  of  some 
health  conditions  or  behaviors  (such  as  smoking);  these  should  be  evaluated  and  man¬ 
aged  (Hembree  et  ah,  2009). 

For  those  transitioning  from  female  to  male,  hormone  therapy  should  lead  to 
“deepened  voice,  clitoral  enlargement  (variable,  3-8  cm),  growth  in  facial  and  body 
hair,  cessation  of  menses,  atrophy  of  breast  tissue,  increased  libido,  and  increased  per¬ 
centage  of  body  fat.”  For  those  transitioning  from  male  to  female,  hormone  therapy 
should  lead  to  “breast  growth  (variable),  decreased  libido  and  erections,  decreased 
testicular  size,  and  increased  percentage  of  body  fat”  (WPATH,  2011,  p.  36).  The 
timeline  for  these  and  other  physical  changes  varies  by  individual;  expected  onset  is 
within  months,  and  maximum  expected  effect  (such  as  body  fat  and  muscle  mass 
changes)  is  generally  achieved  in  three  or  more  years.  Feminizing  hormone  ther¬ 
apy  typically  involves  both  estrogen  and  antiandrogens.^  Masculinizing  hormone 
therapy  consists  primarily  of  testosterone,  which  is  available  in  oral,  transdermal, 
parenteral  (intravenous/intramuscular),  buccal  (cheek),  and  implantable  admin¬ 
istrations;  brief  use  of  progestin  can  help  stop  menstrual  periods  early  in  treatment 
(WPATH,  2011,  p.  49).  Detailed  clinical  practice  guidelines  are  available  from  the 
Endocrine  Society  (Hembree  et  ah,  2009). 

Gender  Transition-Related  Surgery 

As  noted,  gender  transition-related  surgery  (also  called  sex  reassignment  surgery  or 
gender-confirming  surgery)  is  necessary  for  some  transgender  patients.  Under  the 
standards  of  care,  mental  health  professionals  must  refer  patients  for  surgery;  in  addi¬ 
tion,  criteria  for  both  breast/chest  and  genital  surgery  include  persistent  and  well- 
documented  GD,  the  capacity  to  make  informed  decisions  and  to  consent,  and  for 
other  mental  or  general  health  concerns  to  be  reasonably  well  controlled  if  present 
(WPATH,  2011,  p.  59).  Hormone  therapy  is  not  a  prerequisite  for  breast/chest  (also 
called  “top”)  surgery,  though  it  is  recommended  for  12-24  months  for  male-to-female 
patients  to  achieve  optimal  results  (Hembree  et  ah,  2009). 

For  genital  (also  called  “bottom”)  surgery,  12  continuous  months  of  hormone 
therapy  are  required  prior  to  oophorectomy  or  orchiectomy  (surgical  removal  of  ova¬ 
ries  or  testicles),  unless  contraindicated;  health  record  documentation  of  “12  continu¬ 
ous  months  of  living  in  a  gender  role  that  is  congruent  with  their  gender  identity  .  .  . 
consistently,  on  a  day-to-day  basis  and  across  all  settings  of  life”  is  also  required  for 
metoidioplasty  (surgical  relocation  of  an  enlarged  clitoris),  phalloplasty  (surgical 
creation  of  a  penis),  or  vaginoplasty  (surgical  creation  of  a  vagina;  WPATH,  2011, 


^  Transdermal  rather  than  oral  estrogen  is  recommended.  Common  antiandrogens  include  spironolactone  (an 
antihypertensive  agent  that  requires  electrolyte  monitoring);  cyproterone  acetate  (not  approved  in  the  United 
States);  GnRH  agonists,  such  as  gosrelin,  buserelin,  or  triptorelin  (available  as  injectables  or  implants);  and 
5-alpha  reductase  inhibitors,  such  as  finasteride  and  dutasteride  (WPATH,  2011,  p.  48). 
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pp.  60-61).  Mastectomy  is  often  the  only  surgery  undertaken  by  the  female-to-male 
population;  for  those  who  do  undergo  genital  surgery,  phalloplasty  is  relatively  uncom¬ 
mon,  as  it  often  requires  multiple  procedures  and  has  frequent  complications  (WPATH, 
2011,  pp.  63-64).  Surgeons  should  work  closely  with  patients  and  other  care  providers, 
if  needed,  to  ensure  that  the  advantages,  disadvantages,  and  risks  of  various  treatments 
and  procedures  are  well  understood. 

Other  Treatments 

Aside  from  breast/chest  and  genital  surgery,  other  surgical  interventions  may  include 
liposuction,  lipohlling,  and  various  aesthetic  procedures.  For  male-to-female  patients, 
these  may  include  “facial  feminization  surgery,  voice  surgery,  thyroid  cartilage  reduc¬ 
tion,  gluteal  augmentation  (implants/lipohlling),  [and]  hair  reconstruction”;  female- 
to-male  patients  may  seek  pectoral  implants  (WPATH,  2011,  pp.  57-58).  There  is 
ongoing  debate  regarding  whether  these  and  other  transition-related  treatments  are 
“medically  necessary”  (and  therefore  covered  by  insurance).  For  example,  in  some  cir¬ 
cumstances,  facial  hair  removal  for  male-to-female  patients  may  constitute  necessary 
transition-related  treatment:  One  study  found  that  those  who  have  undergone  the  pro¬ 
cedure  were  “less  likely  to  experience  harassment  in  public  spaces,”  and  harassment  can 
“have  a  negative  impact  on  the  success  of  a  person’s  treatment  for  gender  dysphoria” 
(Herman,  2013b,  p.  19).  In  addition,  voice  and  communication  therapy  to  develop 
vocal  characteristics  and  nonverbal  communication  patterns  congruent  with  gender 
identity  may  prevent  “vocal  misuse  and  long-term  vocal  damage”  (WPATH,  2011, 
pp.  52-54). 
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Review  of  Accession,  Retention,  and  Separation  Regulations 


Directive 

Date 

Department 

Air  Force  Instruction  36-2002,  Regular  Air  Force  and 
Special  Category  Accessions 

4/7/1999, 
revised  6/2/2014 

Air  Force 

Air  Force  Instruction  Guidance  Memorandum 
AFI48-123_AFGM2015-01,  "Guidance  Memorandum: 

AFI  48-123,  Medical  Examinations  and  Standards" 

8/27/2015 

Air  Force 

Air  Force  Instruction  Guidance  Memorandum  48- 
123_AFGM4,  "Air  Force  Guidance  Memorandum  to  AFI 
48-123,  Medical  Examinations  and  Standards" 

1/29/2013 

Air  Force 

Air  Force  Recruiting  Service  Instruction  36-2001, 
Recruiting  Procedures  for  the  Air  Force 

8/1/2012 

Air  Force 

Air  Force  Instruction  41-210,  TRICARE  Operations  and 
Patient  Administration  Functions 

6/6/20M 

Air  Force 

U.S.  Army  Recruiting  Command,  Pocket  Recruiter  Guide 

7/1/2013 

Army 

Army  Regulation  635-40,  Physical  Evaluation  for 
Retention,  Retirement,  or  Separation 

3/20/2012 

Army 

Army  Regulation  601-280,  Army  Retention  Program 

9/15/2011 

Army 

Army  Regulation  40-501,  Standards  of  Medical  Fitness 

8/4/2011 

Army 

Army  Regulation  40-66,  Medical  Record  Administration 
and  Fieaithcare  Documentation 

1/4/2010 

Army 

Army  Regulation  635-200,  Active  Duty  Enlisted 
Administrative  Separations 

9/6/2011 

Army 

Army  Regulation  601-210,  Active  and  Reserve 

Components  Enlistment  Program 

3/12/2013 

Army 

DoDI  6130.03,  Medical  Standards  for  Appointment, 
Enlistment,  or  Induction  in  the  Military  Services 

4/28/2010, 
revised  9/13/11 

DoD 

DoDI  1332.18,  Disability  Evaluation  System  (DES) 

8/5/2014 

DoD 

Office  of  the  Under  Secretary  of  Defense  for  Personnel 
and  Readiness,  Disability  Evaluation  System  (DES)  Pilot 
Operations  Manual 

12/2008 

DoD 
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Directive 

Date 

Department 

Marine  Corps  Order  1040.31,  Enlisted  Retention  and 

Career  Development  Program 

9/8/2010 

Marine  Corps 

Marine  Corps  Order  6110.3,  Marine  Corps  Body 
Composition  and  Military  Appearance  Program 

8/8/2008 

Marine  Corps 

Marine  Administrative  Message  064/11,  "Amplification 
to  Testing  Accession  Standards  for  the  Purpose  of 
Application  to  Marine  Office  Commissioning  Programs" 

1/26/2011 

Marine  Corps 

Navy  Military  Personnel  Manual  1306-964,  "Recruiting 
Duty" 

5/9/2014 

Navy 

Navy  Medicine  Manual  P-117,  Manual  of  the  Medical 
Department,  Chapter  15,  Article  15-31,  "Waivers  of 

Physical  Standards" 

5/3/2012 

Navy  and  Marine  Corps 
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